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THE FORGOTTEN DOCTOR* 
W. A. DEARMAN, M. D. 
Gulfport, Miss. 


I am deeply appreciative of the honor 
that has been conferred upon me by our 
President in appointing me Chairman of 
the Section on Medicine. I feel very keenly 
the responsibility in arranging a program 
for the Mississippi doctors and those who 
may come in from neighboring states. I 
selected as my subject very common words, 
indeed, nothing ultra-scientific at least, 
“The Forgotten Doctor.” 


I think it was James Samuel Knox who 
said, “What a man doesn’t know he usually 
opposes.” In other words, what he is not 
up on he is down on. That is a fairly good 
statement. 


After having heard these most interest- 
ing contributions in the Section on Eye, 
Ear, Nose and Throat, and Dr. Gaudet who 
remarked that he needs the general prac- 
titioner on his right-hand and the surgeon 
on his left, brings us to the point that we 
need the amalgamation of our minds and of 
our clinical research in the practice of med- 
icine and all] its ramifications. I under- 
stand that there are about 1,700 active 
practitioners of medicine in the state of 
Mississippi. Of that number, only 1,042 
are allied with a medical organization or 
medical society. Therefore, we have prac- 





*Chairman’s Address, Section on Medicine, at 
the Sixty-second Annual Session of the Missis- 
sippi State Medical Association, Gulfport, May 
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tically a thousand physicians in the state 
of Mississippi whom you may say have been 
forgotten. 


I appreciate very fully, and it has been 
my desire to impress upon my confreres, 
the importance of unity of service. I have 
found through a good many years of exper- 
ience that medicine is too broad and the 
field is too wide for one man to cover it all. 


I have impressed, intrigued and encour- 
aged our local men, in Gulfport and on the 
Mississippi Coast, that for the sake of good 


will we should come together and organize 
a specialty, take up what we like best and 
prosecute it with all the vigor of our souls. 


I soon found myself lost. I need surgical 
diagnosis. I need the urologist on the one 
hand, I need the psychiatrist every day un- 
der a distressing situational influence in the 
aberation of the mind, people who are in 
distress. I need the neurologist to bring 
out the refinements of focal infection in 
brain conditions. I need the ophthalmolo- 
gist because I am not familiar with an oph- 
thalmoscope. I should be, but am not. Very 
few of us are. But I need him behind me 
to give me a report of conditions in the 
fundi, in order that it might point out to 
me some of the subjective and objective 
signs that I have witnessed almost every 
day; a satisfactory explanation to me in 
clearing up profound vertiginous trends, 
dizziness, vertigo, if you want to call it 
that, abnormal conditions of the brain, loss 
of memory, amnesia, paralysis, paresis of 
any kind of the cranial nerve. Just a little 
help when I am treading along a scientific 
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way helps me over the rough places and 
finally I see my horizon as it brightens, and 
I finally come to a clear, concise and satis- 
factory diagnosis. 


I know not why symptoms differ so in 
different individuals with the same condi- 
tion. Glaucomatous conditions have been 
discussed here in your hearing before you. 
Every patient does not present symptoms 
alike. It is as well to know your patient 
as it is to know the disease or the morbid 
condition under which he is laboring. 


There is room enough in this world and 
work enough in this world for us all. Dr. 
Gaudet mentioned a minute ago that, if he 
does it with all the vigor of his soul and 
with all the honesty that is within him and 
with all humane spirit and love for his pro- 
fession and his fellow patient, he has to 
work day and night, and his labors have 
never ended, in order to cover his field— 
the eye, ear, nose and throat. 


We thought skin conditions were very 
complicated. They are in a way. I need 
the dermatologist. There is hardly a day 
passes that I do not send someone to the der- 
matologist to have cleared up some obsti- 
nate and obscure dermatological lesion. It 
may be local, it may be constitutional. 
Symptoms vary, symptoms differ. It is sur- 
prising that in a brain tumor—neoplasia— 
we quite frequently see the skull thinned to 
paper-like thinness, still no headache, no 
pain, no subjective symptom, except rapid 
loss of vision, loss of memory. An intelli- 
gent girl, making grades in her school, 
standing at the head of her class, fails to 
get up a simple solution of her problem. 
Why? 


The next individual comes with pain, the 
universal cry, as a rule, of all morbid pro- 
cesses of the human body, when something 
has gone wrong in that physiological ma- 
chine. How complex it is physiologically 
and biologically; how much more so when 
pathological conditions have established 
themselves and are beginning to show sub- 
jective and objective signs. 


DEARMAN—The Forgotten Doctor 


Now, with regard to the doctor who 
never attends a medical society. I am not 
criticizing unfavorably. There are many 
reasons. They should not be elucidated 
probably, neither should they be commented 
upon. I practiced medicine twelve years 
before I darkened the door of a medical 
society. Why didn’t I go? I don’t know. 
I wasn’t interested. I didn’t know any- 
thing about a medical society, but I want 
to say to you that coming in contact with, 
and the amalgamation of minds of master 
men in our state and other states is a post- 
graduate course. 


I have seen doctors like myself who come 
from lowly places, and are still in a low 
place, but coming in contact with the 
wide awake, scientific, alert medical society, 
the scientific programs presented and the 
cases well worked out is an education. 
They lift their feet from the low grounds 
of indifference, and it places them upon a 
highway of scientific achievement and 
scientific endeavor. 


The first time I ever attended a medical 
society in state meeting was at Vicksburg. 
I had written a paper. I did not know 
whether I could go up there and present 
the paper, or whether anybody who had a 
paper could read it. I found they had a 
program outlined and it was hard to get in. 
Quite frequently we misunderstand the sit- 
uation, and that is all I knew of a medical 
society. Since that time I am an advocate 
of medical organization. Petty differences 
among physicians, all have the same prob- 
lems, all have the same conditions under 
which to work; still we find distinction. 


Why cannot we come together in unity, 
one mind, one great purpose for suffering 
humanity? We have well organized hospi- 
tals. I have watched the growth and pro- 
gress of medicine in Mississippi. I was 
born and reared in the state and have 
scarcely been beyond its confines. I have 
watched the progress of medicine as it grew 
broader and wider and more scientific and 
the enlistment of master minds who give 
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their clinical experiences to those around 
about. 


The only way in the world to enliven the 


medical society, to keep it alive, wide-awake 
and let it endure as long as the everlasting 
ages roll, is to have a well conducted clinic 
in your medical society. You have found 
that the man who takes a patient to a 
clinic for diagnosis gets into trouble. Why 
does he get into trouble? Because he has 
not worked it up. Do not ever go up north, 
please, and say anything about a case unless 
you have a blood chemistry record with 
you. It will cause you embarassment as 
sure as the world. That is the first thing 
they ask for—an N. P. N.—what about it? 
You say that you did not do that. If you 
get into trouble that closes the issue. It is 
a little embarassing occasionally, of course. 


I want to compliment the doctors in Mis- 
sissippi because the Louisiana doctors who 
attended our Meridian meeting last year 
came with the statement that it was a most 
scientific program, the best presented, and 
the most freely discussed that they had ever 
heard in all the history of their medical 
organization. That was a compliment, gen- 
tlemen, to Mississippi. Several years ago, 
back in the so-called “dark ages,” it would 
have been almost impossible for us to have 
done that; but now we have the respect of 
our neighboring states and we have the pro- 
found respect and recognition of our north- 
ern states, because they look upon us as 
southern men, loyal to our trust and true 
to our patients. 


I am deeply grateful of this opportunity 
to make these few remarks. Let us enlist 
ourselves as missionaries. One man cannot 
do it, but as you go about and meet the 
practitioners who never come to a medical 
society meeting, put your arm around them 
and lead them gently in, because if they 
do not come in, they are walking through 
the valley of the shadow of death, only to 
be guided by the flickering candle of indif- 
ference to medical organization and to the 
outcry of those depending upon men. 


We are, indeed, servants of humanity. 
Ours is a noble calling. Let no one be for- 
gotten, but let us enlist them all under one 
great unit, a medical unit, a medical organi- 
zation, that shall stand as firmly as a rock- 
ribbed sea, as unyielding as the Rock of 
Gibraltar. What are we to do? It may be 
summed up: 


Ego sum ad tollendos 
Algros, et ad servandos sanos. 


I am to serve the sick, 
I am to preserve the well, 
And to heal the sick. 





LYE STRICTURE OF THE ESOPHA- 
GUS.* 


D. C. MONTGOMERY, M. D., 
GREENVILLE, MIss. 


This is an old subject, brought before this 
Medical Association, no doubt, many times 
in the past, and I hope it will continue to 
be brought to your attention to remind you 
of the necessity for the passing of such 
state laws as may be necessary for the pro- 
tection of the present and future children 
of this State. 


The. accidental swallowing of caustic 
alkali in solutions of lye or proprietary 
washing and cleansing powders is a rather 
frequent occurrence. These powders con- 
tain from eight to fifty per cent of caustic 
alkali and are sold by grocers everywhere. 
The labels on their containers give no 
warning of the dangerous nature of their 
contents, nor antidotal advice. Frequently 
vessels used to dissolve the powders are 
afterward used for drinking without rins- 
ing, and thus the residue of the powder is 
swallowed in strong solution. At other 
times solutions of lye are drunk by mis- 
take. These entirely preventable accidents 
would be rare if the containers were 
labeled “Poison” as is required by law for 
this or any other poisons when sold by the 
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dealers. The necessity for this label is 
most important on lye preparations be- 
cause they usually are kept in the kitchen. 


Lye is the most common cause of esopha- 
geal stricture. Of the one hundred and 
eighty-six cases analyzed by Vinson at the 
Mayo Clinic, one hundred and two cases 
were due to the ingestion of lye. 


We have had under our treatment in the 
last two years five cases of stricture of the 
esophagus due to lye. One is completely 
well, one is almost well, one is still receiv- 
ing frequent treatments, and two died fol- 
lowing the preliminary treatments. 


Strictures are often multiple and their 
lumens are rarely either central or concen- 
tric. In order of frequency their location 
is in the largest number of cases in the 
upper third, where the left bronchus 
crosses; second, in the region of the crico- 
pharyngeus, and third at the hiatal level. 


The great majority of the patients are 
children, though a few occur in adults, 
usually through suicidal intent. 


PROGNOSIS. 


The mortality of untreated strictures of 
the esophagus is very high. Clearly de- 
fined stictures left to themselves are inva- 
riably fatal. Those from caustic burns are 
much more severe. Before the days of 
esophagoscopy the rate was about 50 per 
cent. The sooner the case comes under 
observation and treatment the better the 


prognosis. 


SYMPTOMS. 


The symptoms that come on immediately 
after the ingestion of lye are due to in- 
ability to swallow because of the severe in- 
flammatory reaction, swelling and ulcera- 
tion. If the patient survives this period, 
then acute symptoms subside and the swal- 
lowing improves, frequently becoming 
almost normal. Then gradually dysphagia 
develops until there is difficulty in swal- 
lowing solids, later liquids, and finally even 
inability to swallow saliva. Loss of weight 
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is progressive. Dehydration results in 
severe cases of water starvation. 


Diagnosis is based upon the history, and 
the above findings, and examination with 
the esophagoscope and x-rays. 


TREATMENT. 


The esophagus is one of the most intol- 
erant organs with which one has to deal 
surgically. Besides being a septic canal 
which drains all the infectious secretions 
from the mouth to the stomach, it is sus- 
ceptible to shock out of all proportion to 
the severity of the operation or lesion. 
There are two methods of treatment, both 
emphasizing the importance of putting the 
esophagus at rest during the acute inflam- 
matory stage, and when there is marked 
narrowing of the canal, and inability to 
swallow sufficient nourishment. 


In treating lye stricture of the esopha- 
gus it is desirable to increase the lumen of 
the cicatrized area as quickly as possible 
with the least risk and discomfort to the 
patient, and to produce a_ permanent 
functional result. 


We should not allow a stricture of the 
esophagus to become complete if the patient 
comes under observation early enough. 


Following the ingestion of lye there is 
usually a severe local and general reaction, 
and the patient is unable to swallow even 
liquids. During the period of complete 
closure which usually lasts three or four 
days, fluids should be given by rectum and 
subcutaneously if necessary. If the patient 
survives this period with its attending com- 
plications, this severe reaction subsides and 
fluids can be swallowed. At this time a 
twisted silk thread should be passed 
through the nose and swallowed about a 
foot every hour, and after two or three yards 
have been swallowed a larger size thread 
should be tied on, and two or three yards 
more swallowed. To this an ordinary bass 
line should be attached and brought 
through the nose to prevent the patient 
from chewing it. Peristalsis gradually 
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pulls the thread into and through the intes- 
tinal tract and a segment must be cut off 
after each bowel movement. This thread 
will prevent complete closure of the stric- 
ture and is to be used as a guide later. 


Secondary contraction of scar tissue 
usually reduces the lumen in six weeks to 
where liquids cannot be swallowed, and at 
this time it is necessary to begin dilatations. 
With the thread as a guide, a sound is 
passed through the stricture and with- 
drawn. Succeeding sounds increasing in 
size are passed at weekly intervals. At the 
end of three or four months the stricture 
is usually dilated to forty-five F, and 
further treatment is carried out with the 
same sounds at increasing intervals. 
Sounds should be passed at one or two 
month intervals for a period or two or 
three years, before you can be assured the 
sticture is cured. 


The above treatment applies to those 
cases seen at or within a few days of the 
ingestion of the lye. 


However, unfortunately the majority of 
cases come under observation when the 
esophageal closure is almost or totally com- 
plete and dehydration marked. 


In this class of cases I do not believe 
there is any better treatment to follow than 
that sponsored by the Chevalier Jackson 
Clinic. The necessity of putting the eso- 
phagus at rest in these cases is most im- 
portant and is done by an early gastros- 
tomy. This is also advocated by Mosher 
of Boston. 


In feeding through the gastrostomy 
tube in complete strictures it is essential 
that the saliva be introduced into the 
stomach after the food is chewed up, or 
spat into a funnel connected with the tube, 
as this is absolutely necessary to the proper 
nutrition of the child. 


With the general improvement of the 
child, due to proper and ample feeding 
and to the freeing of the esophagus from 
inflammation and irritation secondary to 
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stasis of food, the lumen usually opens 
sufficiently to allow the swallowing of a 
string. If this does not occur, and the 
string is not swallowed, then the esophago- 
scope is passed through the esophagus to 
the point of the stricture, where Jackson’s 
flexible bougie is passed through the stric- 
ture in increasing sizes by direct sight, 
until a string can be swallowed without 
difficulty. After the string has passed into 
the stomach the end is recovered through 
the gastrostomy opening, and brought out- 
side where it is constantly kept in place as 
long as is necessary. Now retrogade bandi- 
nage or dilation with Tucker’s dilator 
graduated from ten to thirty French scale 
is used. The dilator is tied to the end of 
the string in the gastrostomy opening and 
2 second string tied to the distal end of 
the bougie. The oral end of the string is 
then pulled upon, drawing the rubber 
bougie up through the stricture and out of 
the mouth, the string on the distal end 
following through. The bougie is then cut 
from the end of the string and the oral and 
gastrostomy ends of the strings are tied, 
and the new endless string remains in 
place ready for another dilation. This 
treatment is carried out once or twice a 
week as may be required. The intervals 
lengthen until treatments are given at rare 
intervals over a period of three years. 


As the stricture dilates the continuous 
string can be dispensed with, and need be 
swallowed only shortly before the time of 
passage of the bougie. 


CASE 1. (PATIENT PRESENTED) 


A baby two years old when he swallowed the 
lye, came to me in a state of complete closure of 
the esophagus, and very marked dehydration and 
emaciation. He was nothing but skin and bones 
having had no nourishment for three weeks. An 
immediate subcutaneous injection of glucose solu- 
tion was given and a continuous rectal drip of the 
same solution. At the end of forty-eight hours a 
gastrostomy was performed and feeding com- 
menced. At the end of two weeks being still un- 
able to swallow liquids, but having improved 
physically, with the aid of an esophagoscope we 
were able to pass Jackson’s fiiliform bougie. 
This was continued with increasing sizes until 
patient was able to swallow water. At this time 
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we passed a string through the nose and with a 
great deal of care we were successful in having 
the string pass into the stomach where it was re- 
covered through the gastrostomy wound. Tucker’s 
dilators were then used twice a week, at first care 
being taken not to “step” up the size of the 
bougies too rapidly. Intervals of treatment were 
increased to once a month and so on until the past 
year when one treatment every two or three 
months was given. The endless string was dis- 
pensed with at the end of about six months, and 
the little patient swallows the string the morning 
of the treatment. This patient is well now and 
the gastrostomy wound will be closed soon. It 
has not been used for a long time except for 
treatments, and has caused very little inconven- 
ience during this long period. 


This child’s health has been perfect, he is above 
normal weight and eats everything within reason. 
He has learned to be careful and masticates his 
food thoroughly and in small amounts. The last 
bougie was a thirty-two F. and the stricture need 
not be dilated any larger. It is a mistake to try 
and return the lumen to its normal size. Jackson 
has shown that the scar tissue in many cases does 
not make up the entire circumference of the stric- 
tured lumen, and on dilation the normal wall will 
stretch indefinitely, and will rupture easily on 
sudden overstretching. 


There are other methods of treatment 
which I will not go into except to mention 
two only to condemn both. That is blind 
bandinage which inspired Trousseau to say 
that “Sooner or later all cases of stricture 
of the esophagus die of the bougie;” 
secondly, forcible divulsion which was a 
little more rapid in killing the patient in 
the majority of cases. 


CONCLUSION 


Let me emphasize that the best method 
of treatment is the prevention of accidents, 
and there is no better way to aid this than 
by rendering every possible support to the 
Committee on Lye Legislation, in their 
efforts to protect the people and especially 
the children. 


Dr. E. F. Howard (Vicksburg): Anyone who 
can present a case such as this before the Asso- 
ciation demonstrates very conclusively that he 
can deliver the goods, and I have nothing to say 
from that end of it at all. I am not qualified 
to do so. I simply want to congratulate Dr. 
Montgomery on the very excellent piece of work 
he has done.: Anyone who looks at that child 
and gets a description of the condition of the 
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child when first brought to him can see that he 
has saved a life and that is a thing which a good 
many doctors are not able to say for themselves 
even after a great many years. 


Dr. Montgomery has consented that I may get 
away for a moment from the scientific end of it 
to discuss the question of what we can do to 
prevent conditions of this sort in children and in 
adults, too, for that matter, because every now 
and then some adult gets hold of something of 
that sort. 


About a half dozen years ago they attempted 
to get some sort of legislations through the coun- 
try that would help in the way of prevention. 
Jackson, of Philadelphia, heads the committee of 
the American Medical Association that has charge 
of this work, and in each state we are endeavor- 
ing to get legislation through. We have pro- 
vided a uniform bill which has passed, I think, 
the majority of the legislatures in this country, 
and a twin to that has been passed by Congress. 
Of course, Congress handles only the question of 
interstate commerce and cannot get into the mat- 
ter in individual states themselves; therefore, it 
will be necessary for each state to pass such a 
law. 


The uniform bill that we have put before the 
legislature twice and twice failed to pass simply 
provides for a proper labeling in big, bold face 
type on every package that is off¢red for sale 
in the state. There is not the slightest objec- 
tion raised to it by the manufactures of the lye. 
They are perfectly willing that it be passed. In 
fact, they were called into conference in the 
matter before the bill was framed. It is simply 
inertia in the House, too much politics and too 
much to do; not politics fighting against the bill, 
but general politics kept the House so busy with 
its other work that we were never able to get 
a vote on this thing. As there is no fight on it, 
it is easy provided we can ever bring it on the 
floor of the House. It has been brought before 
two legislatures and has failed both times. 


We want to get you chaps, if you will, when you 
go home, to try to work up some sentiment in 
the matter so that when the thing comes up it 
can be slid through, as it can be done, in a day 
or two. If you forget about it and get lazy in 
the matter, just scratch your heads a minute and 
think what are the possibilities of some child of 
your own getting in the same fix this little fel- 
low is in, and perhaps you won’t be able to get 
hold of a man like Montgomery, and see if that 
won’t make you help out a little more when we 
come before the legislature next time. 


Dr. T. D. Bordeaux (Meridian): I should like 
to say a few words in regard to the esophageal 
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stricture. Two of the most serious problems that 
the otolaryngologist has to face are foreign 
bodies in the bronchus and lye stricture or stric- 


ture of the esophagus. That is very serious and 


very important to us because it deals with the 
little ones who are the most precious possessions 
we have in this world. The prognosis is so seri- 
ous because it is a long, long, long drawn out 
condition with which the otolaryngologist has to 
work, and after he has worked many, many years 
in some cases, even then he may lose his patient. 


We have to be extremely careful in the han- 
dling of these cases, as Dr. Montgomery said. 
Oftentimes they come to us when they are practic- 
ally dehydrated, when they are in no condition 
whatsoever for any kind of surgery. In these 
cases we have to take these little ones and with 
a very great amount of care in the nourishment 
and in their food, build them up. In these cases 
we first have to have means and methods in co- 
operation with the general surgeon to feed these 
little ones by making an opening into the stomach. 
After we get these little ones built up to a point 
where we can do some surgery, then the otolaryng- 
ologist is in a position to do something in a very 
small way as a beginning. 


Dr. Montgomery called attention to the fact 
that of all the organs in the body that are most 
susceptible to shock, the esophagus is one. That 
is true. 


I have had some fortunate and some very un- 
fortunate experiences in the esophageal stric- 
tures. As I said in the beginning, one of the 
things I hate to see or hate to hear of is a 
poor little child who has swallowed lye. In some 
cases if the solution is weak or if the child got 
a very small amount, you may have a moderate 
stricture, but if the solution is sufficiently con- 
centrated and the child got enough of it, you will 
have a stricture that will be with the patient 
as long as he lives, because we never, never cure 
a lye stricture. We can dilate and dilate and 
kee> it dilated, but to my mind, that cicatricial 
tissue is there as long as the patient lives. 


Dr. Willis Walley (Jackson): I should like to 
mention two points only on this subject. The first 
is the very great importance in these cases of 
the general practitioner getting them to a hospi- 
tal and a good laryngologist to take care of them 
before they become past the time that it is pos- 
sible to do anything for them. 


I have seen a number of these cases brought in 
weeks and weeks after this condition came about, 
or after the swallowing of the lye. It decreases 


the chance of recovery of the child in a very 
rapidly growing proportion after the closure of 
the esophagus has become complete. 


The earliest time that they can be gotten to 
the hospital, to the laryngologist, and to the sur- 
geon where the proper opening can be made in 
the stomach, is very important, and that impor- 
tant point rests with the general practitioner as a 
rule. The idea of forgetting a case and saying 
that it is incurable and is going to die ought never 
to be temporized with the least. The case should 
be put in the hands of a very competent laryngol- 
ogist. 


There is one other point and that is an early 
gastrostomy, from the general surgeon’s stand- 
point. I think it is criminal to leave these chil- 
dren over a long period of time, or especially an 
adult, when a gastrostomy can be performed under 
local, and the feeding started early in the stom- 
ach, thus giving the laryngologist an opportunity 
to save the life. That is especially true with ref- 
erence to adults. 


I want to stress these two points—early treat- 
ment in the hands of the practitioner and putting 
the case in the proper hands and an early gastros- 
tomy which can be easily done under a local anes- 
thetic in the adult. 


Dr. D. C. Montgomery, Greenville (closing) : 
I should like to thank you for your discussion, 
particularly Dr. Howard, because I know he has 
been interested in this subject for a long, long 
time. I have heard him discuss it on quite a few 
occasions. At one time, I think it was more or 
less the apple of his eye. 


I brought this case before you to emphasize 
particularly again what Dr. Howard has brought 
out, the necessity of sponsoring some law, partic- 
ularly that of labeling these poisonous products, 
which would minimize the dangers to a great ex- 
tent. Dr. Jackson has proved that these strictures, 
these scars, are rarely ever complete around the 
circumference of the esophagus, usually leaving 
one side of the esophageal wall normal. That is 
the reason that divulsion or hurried dilation is 
apt to rupture the esophageal wall and does do 
it in practically all those cases which you do not 
have under direct observation, that you do not see 
and dilate directly under the esophagoscape. I 
hope this body will do something towards pre- 
venting the ingestion of lye, and helping in the 
legislation that is proposed by the American Med- 
ical Association. 
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THE EARLY DIAGNOSIS AND TREAT- 
MENT OF CARCINOMA OF THE 
UTERUS.* 


HENRY SCHMITZ, M. D., 
CuHIcaGo, ILL. 


General characteristics and properties 
are possessd by all cancers. It is timely 
to recall them as thereby one avoids many 
pitfalls in diagnosis and treatment. These 
general properties are: 


1. Malignant tumors have their primary 
location most frequently in the alimentary 
tract in male persons and most frequently 
in the reproductive system in female 
persons. The percentages in the digestive 
tract, reproductive organs and excretory 
system by race and sex are according to 
Pearl! : 





Male Female 
White Negro White Negro 
Digestive tract ........ 50.24 64.04 33.33 22.78 
Reproductive organs 8.94 8.99 44.87 63,29 
Excretory system .... 10.63 5.62 2.14 3.80 
| ener oon 69.81 78.65 80.34 89.87 


If malignancy of these systems, especially 
the alimentary tract in the male and the 
generative organs in the female, could be 
healed, then cancer would retire at once to 
a relatively unimportant place among the 
causes of death. 


Pearl also determined the frequency of 
cancers in the female primary and second- 
ary sex organs and found in his autopsy 
material that the percentages of malig- 
nant tumors in the ovary, uterus and 
breast in the white females were 20, 50, 30, 
and in the negro females 12, 56, 32. The 
uterus is, therefore, the sex organ in the 
female, most frequently invaded by car- 
cinoma. 


2. There is no known specific cause for 
cancer but a suggestive etiology, namely, 


chronic irritation and chronic inflammation.’ 


Ewing? states the possibility of discover- 
ing the formal genesis of cancer, that is, 





*Read before the Louisiana State Medical So- 
ciety, New Orleans, April 9-11, 1929. 
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some general property of the cancer pro- 
cess, which may put us in control of these 
diseases may justify the widespread inter- 
est in this ambitious project. But science 
is laying a very broad foundation in can- 
cer research upon much of which no super- 
structure may ever be erected. On the 
other side, the more tedious study of the 
causal genesis—comprising the exciting 
and predisposing factors, and the clinical 
conditions under which cancer arises, and 
extending over a wide field—makes con- 
tinuous progress and has brought results 
of great theoretical and practical value. 
This knowledge of etiology, together with 
the natural history of the disease, public 
education, and more varied and _ skilful 
treatment, have steadily advanced the 
means of cancer control. 


3. Cancer is a disease of the cells, the 
unit of life, which has lost effective inhi- 
bition or restraint of growth gradients. 
It seems probably that natural resistance 
to a tumor is the ability of the host to 
react so promptly that a growth cannot 
gain foothold. Resistance must be effective 
before a tumor is established. Nothing 
may be hoped for at present in respect to 
a successful therapy to activate the defen- 
sive powers of the host after a tumor has 
become established. This would refer 
particularly to the uselessness of treatment 
with colloidal solutions of heavy metals and 
serums and antitoxins prepared from bac- 
teria, supposedly causing cancer. 


On the other hand, if restraint of division 
can be obtained by agents which (1) re- 
strain cell division without complete de- 
struction of cell function, or (2) permits 
the cell to mature from its embryonic con- 
dition to that of differentiation with 
growth restraint, then the hope of benefit 
in this disease shines brightly. These fac- 
tors can only be attained (1) negatively by 


“surgical eradication, and (2) positively by 


radiations. Canti in his film has shown 
that the action of rays on cancer cells is 
twofold: 1. Growth restraint, and 2, cell 
destruction. 
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4. Cancer can be cured by attacking it 
in its beginning stage. Early carcinomas 
do not cause symptoms. Pain is ordinarily 
the first symptom ushering in a disease and 
has rightly been called “the watchman of 
our health.” Unfortunately pain is a late 
and the most unfavorable syptom of 
cancer. The clinical and diagnostic enum- 
eration of the symptoms and signs of can- 
cer in our textbooks is that seen in 
advanced cancers and should be changed to 
conform with our newer methods of 
teaching. 


Early carcinoma is always associated 
with some chronic inflammatory process. 
The persistence of such inflamed areas 
after proper and accepted treatment may 
be a bad omen and should lead to an ex- 
cision and not incision of the suspected 
area and a microscopic examination of all 
the tissues to rule out or rule in carcinoma.® 


5. A carcinoma begins as a solitary 
focus, a nodule. It never grows in healthy 
tissues and organs. It does not possess a 
limiting capsule as does a benign growth, 
but is infiltrating like the roots of a tree. 
A carcinoma arises probably on the basis 
of an epithelial inflammation which stimu- 
lates the epithelial cells to proliferate. The 
chronic inflammation causes a decrease in 
the differentiation activity of the epithelial 
cells. The cells become atypical and their 
growth becomes uncontrolled. 


The distinguishing characteristics of a 
malignant growth from a benign growth 
are the atypical epithelial proliferation, 
the uncontrolled growth, the invasion or 
infiltration of the parental tissue, the de- 
struction of the parenteral soil, the irreg- 
ular cell forms, the many and irregular 
divisions of the nuclei, the extension into 
the blood and lymph streams, the forma- 
tion of metastases in distant organs, and 
finally the tendency to recurrence after 
extirpation. 


6. An early carcinoma can only be dis- 
covered by advocating and insisting on 
periodic health surveys of our clientele. 
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Every recent mother should be examined 
within eight weeks after delivery. Should 
cervial erosions, polypi and ectropion exist 
due to unhealed lacerations or infections, 
then treatment should be immediately in- 
stituted to correct and heal this defect. 
Likewise, extensive relaxation of the vagi- 
nal outlet due to trauma or deficient invo- 
lution with a tendency to descent of the 
uterus and vagina should be subjected to 
proper treatment. A gaping vaginal out- 
let permits extraneous matter to enter and 
ascend in the genital tract and thus cause 
infection and chronic irritation. 


Following infections of the genital canal 
the patient must be instructed to return for 
control examinations at stated intervals. 
The best time is after cessation of each 
menstrual period. Evidences of chronic 
inflammation should be diligently searched 
for and if found they should be treated. 


Should during a periodic health survey 
an inflammation of the cervix be found, it 
must be subjected to proper treatment. 
Should such infections resist the usual 
methods of local treatment, then amputa- 
tion of the cervix must follow. All the 
tissues removed should be subjected to 
painstaking microscopic examination to rule 
out or in malignancy. 


During such examinations the patient 
could also be instructed on the significance 
of abnormal genital bleeding, the impor- 
tance of leucorrhea, the character of pelvic 
pain, and so forth. Above all, if a patient 
should consult us on account of genital 
bleeding and the cause be not evident, a 
diagnostic curettage and biopsy must be 
done in order not to overlook the under- 
lying cause. 

THE EARLY DIAGNOSIS OF CARCINOMA OF THE 

CERVIX. 

The development of a cervical carcinoma 
according to macroscopical examination may 
be considered under three stages: the nodu- 
lar, the ulcerative, and the necrotic stages. 
They may be observed in the three locations 
in which cancer usually originates—namely, 
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the vaginal portion of the cervix, the cer- 
vical mucosa, and the endometrium. 


The diagnosis of the first or nodular 
stage of carcinoma of the vaginal portion 
of the cervix cannot be made by inspection 
or palpation because nodules of benign 
nature are seen more frequently than 
nodules of a malignant character. Harm- 
less nodules are the follicular erosions. If 
they are punctured mucus exudes. Should 
the puncture cause bleeding then a diagnos- 
tic excision must be made, for the nodule 
is probably malignant. The subsequent 
histological examinations alone can give us 
a positive diagnosis. 


The second stage of carcinoma is that of 
ulceration. It results from the character- 
istic and peculiar tendency of carcinoma 
cells to degeneration or decay. This ten- 
dency is possessed by all malignant growths 
and is caused by the poor blood supply. The 
ulcers are usually deep, are excavated, 
have sharp mouse-eaten like edges and an 
indurated periphery. The ulcerations must 
be differentiated from papillary erosions. 
If an ulcer of the vaginal surface of the 
cervix is touched with a cotton applicator 
and does not bleed it is probably benign. 
The carcinoma ulcer, however, bleeds on 
local irritation and the blood is arterial and 
the flow is continuous. A diagnostic ex- 
cision should be immediately made and the 
excised tissues examined microscopically to 
determine its benign or malignant nature. 


These two initial stages do not cause 
specific symptoms unless irritated locally 
as by a gynecological examination or co- 
habitation. A more or less profuse dis- 
charge without color or odor may be pres- 
ent, probably resulting from the co-existing 
inflammation. 


The third stage of portio carcinoma 
shows friability or necrosis of tumor 
tissues. The tendency to central necrosis 
or friability is a characteristic sign of 
advanced cancer disease. It is always ac- 
companied by a reddish brown or san- 
guinous discharge, and as infection rapidly 
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ensues, a cadaveric or putrid odor becomes 
associated. Hemorrhages at irregular in- 
tervals usually occur after local irritation. 


The differential diagnosis of portio 
cancers comprises not only the follicular 
and papillary erosions, but also tubercu- 
lous ulcers, luetic chancre, chancroid and 
sarcoma. The microscope and blood tests 
will aid in the determination of the nature 
of the lesion. 


The first sign of carcinoma of the cer- 
vical canal mucosa and the body of the 
uterus is irregular hemorrhages. These 
cancers are especially deceiving because 
the external os and the vaginal mucosa may 
appear perfectly normal. If under strictest 
aseptic precautions a sound is introduced 
into the cervical canal or the uterine cavity 
and a thin stream of bright red blood 
escapes from the cervical canal, then this 
observation may be regarded as highly 
suspicious of malignancy especially if the 
tricking of blood continues for some time 
after the manipulation. These signs are a 
contributory means of arriving at a diag- 
nosis and should not be conclusive. Hence, 
dilatation of the cervical canal, diagnostic 
curettage and immediate frozen tissue 
examination must be done to render an 
immediate and correct diagnosis. 


The differential diagnosis of corpus can- 
cers includes myomata, accidents of preg- 
nancy, abortion, adenomyomata, chronic 
hyperplasia of the endometrium, tubercu- 
losis of the endometrium, chronic metritis, 
sarcoma, and so forth. 


The early stages of carcinoma of the 
uterus—namely, the nodular and ulcerative 
stages—are symptomless. As soon as 
friability or necrosis occurs then hemor- 
rhages appear. Hemorrhages from the 
uterus may take place as menorrhagias or 
profuse menstruations, or as metrorrhagias 
or hemorrhages independent of the men- 
strual flow. The former may be prolonged 
or too profuse menses, termed hypermenor- 
rheas. Any increase in the menstrual flow 
either in quantity, duration, or frequency, 
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or metrorrhagia, demands thorough inves- 
tigation to determine the underlying cause 
no matter at what time of life it appears. 
Hemorrhages occurring after the meno- 
pause very frequently mean cancer. All 
uterine bleeding at any period of life, either 
increased menstrual flow or bleeding that 
does not occur synchronously with the phy- 
siologic menses, must be viewed with grave 
suspicion until the cause has been proven 
to be benign. Every woman suffering from 
uterine hemorrhages should be examined 
and, if the cause does not become evident, 
the uterus should be curetted, suspicious 
looking nodules and ulcers should be excised 
and all the tissues examined microscopi- 
cally. Such diagnostic curettages and ex- 
cisions of tissues should always be done 
immediately. 


A leucorrhea also requires investigation 
and immediate diagnosis. In the absence 
of recent infections and palpable tumefac- 
tions of the adnexa, the discharge probably 
comes from the cervix and is an expression 
of a chronic cervicitis which should be 
treated. If it does not respond to the stand- 
ard medical treatment, especially electro- 
cauterization, then an amputation should 
be done. The certival tissue must always 
be carefully examined microscopically. 


THE GROUPING OF CARCINOMATA OF THE CERVIX 
ACCORDING TO THE EXTENT OF THE GROWTH. 
The diagnosis of carcinoma of the cer- 

vix would be incomplete without a deter- 

mination of the extent of the growth. By 

physical, bimanual, and endoscopic examin- 
ations the answers to the following five 
questions should be given: 


1. Is the cancer clearly localized in the 
vaginal portion, the cervical canal or the 
uterine body? 


The portio growth having the size of a 
navy bean is probably clearly localized. 
Normal movability of the uterus would 
mean localization in the cervical canal or 
uterine body. It is determined by traction 
downward with a tenaculum forceps at- 
tached to the cervix. A normally movable 


205 


uterus may be displaced downwards until 
the cervix appears at the vaginal outlet 
without causing distress to the patient or 
using an unusual amount of force. 


2. Does doubt exist on the absolute 
localization ? 


A doughlike consistency of the paracer- 
vical tissues and a decrease of mobility 
means beginning infiltration of the tissues 
adjacent to the uterus. 


3. Are the parametria, the adjacent 
organs, or the regional lymphnodes in- 
volved and are the invaded structures (a) 
movable or (b) fixed? 


Such involvement can only be revealed 
by recto-abdominal palpation, cystoscopy 
and protoscopy. Bullous edema of the pos- 
terior bladder wall means involvement of 
the vesico-uterine or vesico-vaginal sep- 
tum. Thickening, infiltration and loss of 
mobility and elasticity of the anterior rec- 
tal wall and irregularity and edema of the 
rectal mucosa as elicited by rectal palpa- 
tion and seen through the protoscope are 
indicative of extension of the carcinoma 
into the rectal wall. The hypogastric and 
iliac lymph nodes can be palpated through 
the rectum just beneath the brim of the 
pelvis at the bifurcation of the common 
iliac artery if the patient has been com- 
pletely relaxed by an anesthetic. 


4. Have metastases occurred in distant 
organs? 


5. Do other grave diseases complicate 
the cancer as co-existent tuberculosis, dia- 
betes mellitus, cardiac and _ nephritic 
lesions, and so forth? 


The answers to these five questions 
enable one to group the carcinomata clini- 
cally. The indicated method of treatment 
is based on these groups. 


We have adopted four groups, namely: 


1. The clearly localized carcinoma: The 
tumor is the size of a navy bean and the 
uterus has normal movability. 
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2. The borderline carcinoma: There is 
a wide or peripheral invasion of the cervix 
or body of the uterus, a doughy consistency 
of the paracervical tissues, and a decreased 
mobility. A pull on a tenaculum forceps 
attached to the cervix does not result in a 
complete downward displacement. A uterus 
normally movable can be displaced down- 
ward to the vaginal introitus without any 
resistance being offered. 


3. The inoperable carcinoma: Infiltra- 
tion of one or both parametria with or 
without regional lymphnode involvement, 
with or without invasion of adjacent 
organs, but the structures are, as a mass, 
still movable. 


4. The terminal carcinoma: This tumor 
is characterized by fixation of tissue and 
wide local extent of the disease, “the frozen 
pelvis,” and distant metastases. 


5. The complicated carcinoma is one 
associated with general disease that are 
considered poor surgical risks. It would 
contraindicate surgical eradication. 


THE TREATMENT. 

The grouping of primary carcinoma 
enables one to determine the indicated 
method of treatment. Group 1 cases are 
treated either surgically or with radium. 
Group 2 cases are given radium and roent- 
gen-rays according to our combined method. 
Group 3 cases indicate radium and roent- 
gen-ray therapy; and Group 4 cases should 
be treated palliatively. A cancer that is 
fixed always offers an unfavorable prog- 
nosis and therefore such a case should not 
be unnecessarily subjected to expensive and 
extensive treatment. 


Before subjecting a patient with uterine 
cancer to operation we must always deter- 
mine whether operation could be success- 
fully performed. Operability depends: 
1. Upon normal mobility. Mobility is nor- 
mal if the uterus can be pulled down to the 
introitus vaginae without resistance with 
a tenaculum forceps applied to the cervix. 
2. The cervical canal must be patent. If 
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it is not patent pyometra may exist. A 
sound inserted into the uterine cavity 
through the cervical canal gives evidence 
of presence or absence of pyometra. 
3. Afebrility of patient. If fever is pres- 
ent the surgeon should wait 14 days after 
temperature has subsided before operating. 
4. Absence of pathogenic bacteria. If the 
latter are present, operation is contraindi- 
cated. The Phillip-Ruge test is probably 
the simplest. Ten c.c. of blood taken from 
the patient’s arm vein are inoculated with 
the cervical discharge. If cultures grow 
within 24 hours pathogenic bacteria are 
present. If growth did not occur then 
operation may proceed without worry about 
a subsequent septic peritonitis. 5. Lastly, 
determine the surgical risk the patient 
offers. If all of these five factors can be 
answered in the affirmative, then operation 
is safe. If only one of the factors should 
be negative operation is absolutely contra- 
indicated. 


The radiological treatment of carcinoma 
of the uterus consists in the intrauterine 
insertion of 50 mg. of radium element for 
30 hours within weekly intervals repeated 
three times. This amounts to a total of 
4,500 milligram element hours, a dose 
which suffices for the average case. As it 
is impossible in the Groups 1 and 2 cases 
to determine whether the parametria or 
regional lymph nodes are involved, and 
since such a possibility may be present, 
these regions are treated with either the 
short wave roentgen-rays or the radium 
pack. The factors of the roentgen-ray 
treatments are 211 kilovolts, 65 cm. or 26 
inches focus skin distance, 25 milliamperes 
load, 0.75 mm. copper plus 1.0 mm. alum- 
inum filter, fields 15 cm. wide and 20 cm. 
high, duration three to five times 10.5 
minutes to each field depending on the 
size of the patient. The seances are given 
three to five days apart. Two to four fields 
are used. With an antero-posterior diam- 
eter of 17 to 21 cm. two fields are used, 
with an antero-posterior diameter of 22 to 
24 cm. three fields are used, and with an 
antero-posterior diameter of 25 and 26 cm. 








one hour. 








four areas are used. Using a table of equal 
intensity curves obtained in a water phan- 
tom one can calculate the number of fields 
and the duration of the treatment for each 
case. It is recogized that an homogenous 
radiation of 800 “r” throughout the pelvis 
will probably accomplish the arrest of the 
growth. The radium pack consists in an 
application of 24,000 mg. element hours at 
10 cm. focal skin distance through an an- 
terior and a posterior portal. 

The palliative treatment has for its 
main object to render the tumor area 
aseptically clean. It is a known fact that 
internal incurable carcinomas in an 
aseptic site may progress for many months 
without complaint, and death comes as a 
release through exhaustion and cachexia, 
accompanied by comparatively little pain. 
In Group 4 carcinomas we therefore gently 
remove the necrotic tissue carefully and 
apply thorough methods of combating in- 
fection. A 1200 mg. element hour appli- 
cation of radium arrests the bleeding in a 
large number of such cases. The applica- 
tion of acetone as introduced by Gellhorn 
is especially beneficial. Adequate drainage 
and vaginal douches are useful in the in- 
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tervals between the acetone applications. 
If the bladder should become involved and 
secondary infection ensue, then vesical irri- 
gations should be used. Boric acid solu- 
tions followed by 2 per cept mercurochrome 
or 2 per cent silver nitrate instillations are 
the solutions used. The mercurochrome or 
silver nitrate should be retained for about 
The internal administration of 
diuretics, acids and alkalies is not neces- 
sary. A pain in one side of the pelvis is 
frequently caused by a compression of the 
ureter by the growth. Ureteral catheteriza- 
tion and pyelogram will clear the diagnosis. 
If obstruction is present, then dilitation 
and drainage of the kidney pelvis will re- 
lieve the patient. Invasion of the rectum 
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and ulceration into the rectum are treated 
by the daily administration of mineral oils 
to which agar may be added, to render the 
stools a soft consistency. An ounce or two 
ounces in an equal amount of cream should 
be taken each night. Each bowel evacua- 
tion should be followed by a rectal irriga- 
tion with normal saline solution until the 
water returns clean. If an obstruction 
should ensue then a colostomy is indicated. 
Invasion of the pelvic nerves with cancer 
or pressure on the nerves by the growth 
probably indicates coal tar products and 
finally morphine and its derivatives. 


The correct treatment of carcinomata 
therefore depends on: 1, An early diag- 
nosis; 2, a grouping of the cases according 
to the extent of the growth; and 3, on 
the application of the correct method of 
treatment. 


The five year end-results obtained in 332 
cases of primary carcinoma of the uterine 
cervix treated from 1914 to 1923 inclusive 
with the combined radium and roentgen- 
ray method gave the following results: 


2. 3. 4. Total 
48 161 100 332 
20 20 0 58 
41.68 12.42 0 17.50 


There were 71 cases in Group 1 and 2 
which would have been submitted to sur- 
gical eradication in a clinic not provided 
with a radiological division. In these cases 
treated with radiations we obtained 38 
five-year good-end results, or 53.52 per 
cent. The cases of Group 4 characterized 
by fixation of the tumor have all suc- 
cumbed. They give an absolutely bad 
prognosis. On the other hand, it may be 
followed that radiation therapy in uterine 
carcinomas gives results which compare 
well with those obtained from surgical 
methods. The inherent dangers of opera- 
tion in uterine carcinomata can be practi- 
cally eliminated by observing the contra- 
indications to the operation as cited before. 
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CONCLUSIONS. 
1. The frequency and preponderance of 
carcinoma of the female reproductive 
organs has been demonstrated by statistics. 


2. The observation has been discussed 
that the first stages of carcinoma of the 
uterine cervix do not cause symptoms and 
that nodules and ulcers are more often 
benign than malignant. When a cervical 
cancer causes symptoms then it probably 
has already progressed to an advanced 
stage. Hence the microscope must be used 
to differentiate malignant nodules and 
ulcers from similar benign conditions. 


3. The pelvic examination of all recent 
mothers and the inclusion of pelvic exam- 
inations in periodic health examinations are 
the only means of detecting chronic inflam- 
mations of the cervix which should be 
treated whether they cause or do not cause 
symptoms. Chronic cervicitis is probably 
the period of advent of cervical carcinoma. 


4. The indications for the standard 
methods of treatment, that is, surgery or 
radiation, should be based on the deter- 
mination of the extent of the disease as 
done in the clinical grouping ‘of servical 
carcinomata. 


5. The contraindications for surgery 
have been given. The factors employed in 
radiation treatment have been briefly men- 
tioned. The palliative treatment of the 
incurable stages has been described. 
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DISCUSSION. 

Dr. H. W. Kostmayer (New Orleans): It was 
a great pleasure to listen to such a masterly pre- 
sentation of a subject which is so _ interesting 
because it is so important. Cancer is so very 
frequent and it has proved so intractable to all 
methods advocated for its management that I do 
not feel that too much can be said upon this 
theme. I was particularly struck by the statis- 
tics quoted by Dr. Schmitz for his own use of 
radium and roentgen-ray therapy. I had occa- 
sion to say recently, in addressing a group of 
post-graduate students, that in the twenty years 
of my medical practice, nothing new had been 
brought out concerning cancer except the use of 
radium and roentgen-ray in its management. I 
do not believe that statement can be challenged. 
We know as little as our masters did about the 
disease itself, but we do know better how to 
manage it, thanks to these new agents. I have 
gone through the period of treatment by vaginal 
hysterectomy, through the period of operation by 
the Wertheim technique, when we were delighted 
if the patient survived the operation, quite aside 
from what happened to her later, through the 
period of Percy cauterization, of colloidal copper, 
of zine chloride and what not. But not until 
radium and roentgen-ray were introduced was I 
able to view a new cancer patient with anything 
but dread. A recent report issued by the Col- 
lege of Surgeons gives, from one of the New 
York Clinics, a 63 per cent salvage of early 
cases of these methods. Compared with the re- 
sults from surgery, that is so remarkable a show- 
ing that there can be no longer any question 
about what method one ought to employ. I want 
to emphasize, however, that these remarks do not 
apply to carcinoma of the fundus. If that con- 
dition is sen early enough, surgery is the ac- 
cepted treatment for it, and will give a high 
percentage of cures. The results with radium 
and roentgen-ray are nothing like so good. But 
in carcinoma of the cervix, the day is practically 
past when surgery can be considered for any case, 
no matter how early it is seen. 


Dr. W. E. Levy (New Orleans): What I have 
to say may be irrelevant to the subject of radium 
and roentgen-ray in the treatment of carcinoma 
of the uterus, but I am speaking from the stand- 
point of the obstetrician. I am glad Dr. Schmitz 
brought out the point of the Hunner cauteriza- 
tion of the cervix as a postpartal measure, and I 
want to urge that it be done routinely. The 
patients on our service are examined five to six 
weeks pospartum, and the slightest ectropion or 
laceration, or the presence of any discharge, is a 
signal to us to cauterize the cervix promptly and 
thoroughly. The patient is instructed to return 
in from two to three weeks, when the procedure 
is repeated if necessary. Neglected cases, by 
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which I mean multiparae whom we have not deliv- 
ered originally, are treated in the same way, 
except that it is usually necessary to admit them 


to the hospital, dilate the cervix under anesthesia, - 


and employ the high tension cautery. The results 
of this method, as Jennings Litzenberg said in his 
Chairman’s address at the recent meeting of the 
American Medical Association, must, just now, 
be anticipated rather than collected, but I agree 
with him, that it is not too much to say that if 
this method is followed routinely, in the years to 
come, we shall reduce our cases of carcinoma of 
the cervix by fully 80 per cent. 


Dr. Joseph Cohen (New Orleans) : I am inclined 
to believe that the essayist’s statement to the 
effect that benign lesions of the cervix do not 
bleed was rather misleading. A gonorrheal cer- 
vicitis is not malignant, but it will bleed and bleed 
freely when you apply an applicator to it. As 
far as treatment by radium is concerned, I won- 
der whether large doses are not more indicated 
than small doses over a period of time. Radium 
has a preferential action on cancer tissue, but it 
also acts on normal tissue, and while it may 
irhibit the growth of abnormal cells, some statis- 
tics would lead us to believe that repeated small 
doses influence the activity of normal surrounding 
tissue. We must all of us get together and 
preach the gosrel that cancer, seen and treated 
early enough, can positively be cured; women are 
too prone to believe, once they are told they have 
cervical cancer, that death is inevitable, whereas 
the large number of reported five-year cures 
proves that this is definitely not the case. It 
can be cured, if taken in time, just exactly as 
appendicitis can be cured, if taken in time. At 
the Memorial Hospital in New York, surgery has 
not been employed in this condition for the last 
five years, and radium has been used, in cancer 
of the fundus as well as of the cervix. Green- 
ough’s report at the Lake Mohonk Cancer Confer- 
ence stated that where surgery was employed, 
there was an inevitable mortality of one case in 
every three; where radium was used, there was 
no initial mortality, and the results, over a five- 
year period, were better than when surgery was 
used. This being the case, there can no longer 
be any question that when carcinoma is present, 
whether of the cervix or of the body, only radium 
plus roentgen-ray should be used. 


Dr. Henry Schmitz (closing): The most import- 
ant consideration in carcinoma of the cervix is 
early diagnosis. The results of prognosis and 
treatment will begin to improve as soon as the 
patients are seen in the first stages; at this time 
80 per cent can be cured. How are we to achieve 
this? Only by routine post-partum examinations, 
and by repeated examination after infections, for 
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one thing, and by periodic health examinations 
for another. The latter is the task ot the general 
practitioner even more than of the specialist, and 
no health examination should be considered com- 
plete unless it includes a pelvic examination. The 
next consideration is to group our cases properly 
according to the extent of the growth so we may 
make use of the proper treatment. If the proper 
treatment is employed, then it will be found that 
the confidence of the patients will return, and 
they will submit to the methods of treatment we 
propose. At least that has been my experience. 
I agree with Dr. Kostmayer that carcinoma of the 
fundus should be treated surgically. I mentioned 
corpus cancer in the paper only as a matter of 
diagnosis and not with the implication that radium 
should be employed in its treatment. Carcinoma 
of the fundus can be safely handled by surgery, 
i. e., vaginal or abdominal hysterectomy, as such 
cancers form metastases in the late stages of the 
disease. 


As to the question of bleeding in acute gonor- 
rheal cervicitis, there can be no possible confu- 
sion between that condition and malignancy. The 
former carries its diagnosis on the surface and 
a smear will promptly confirm it. I was speaking 
only of chronic infections with erosions whether 
papillary or follucular. Acute infections, as is 
well known, will cause uterine bleeding, but the 
history of the recent exposure and examination 
should not leave any doubt in our minds. 





ENDOMETRIAL TRANSPLANTS.* 
JOHN A. LANFORD, M. D., 
NEW ORLEANS. 


From the Departments of Pathology, Tulane 
University and Touro Infirmary. 


The term endomentrial transplant can 
be defined as a proliferating growth of 
true endometrial tissue that has been car- 
ried away from its normal location and 
transplanted in some other locality, where 
it continues to behave as does the normal 
uterine mucosa, by passing through the 
several changes incident to menstruation 
and forming decidua in pregnancy—it is 
synonymous with the term endometriosis 
and may be considered under two broad 
classifications; (1) endometrioma, mean- 
ing a new growth or formation of true en- 
dometrium, not connected with the uterine 





*Read before the Louisiana State Medical So- 
ciety, New Orleans, April 9-11, 1929. 








210 LANFORD—Endometrial Transplants 


mucosa and (2) adeno-myoma, which re- 
fers to endometrial glands deep down in 
the uterine musculature and even in the 
serous coat, which can be shown to be di- 
rectly connected with normal mucosa. 
“Chocolate cysts” was a term formerly ap- 
plied to these transplants on the peritoneal 


structures, before their nature was fully 
understood. 


HISTORY. 


These aberrant growths of uterine mu- 
cosa have been observed for many years and 
described under several headings. In 1860 
von Rokitansky' described an adenomyoma 
of the uterus and 1893 von Recklinghausen? 
published several papers dealing with the 
subject and attributing their origin from 
“rests” of Wolffian Ducts. Cullen* in 1896 
presented his first of many articles on 
adenomyomas describing one arising on 
the round ligament; he really laid the 
foundation for our first knowledge of en- 
dometriosis by proving that adenomyomas 
were not the product of Wolffian “rests” 
but were invasive growths of uterine mu- 
cosa. However, Sampson,‘ in 1927, ex- 
plained and proved that this invasive 
growth was due to “emboli” of uterine mu- 
cosa gaining entrance into the venous 
sinuses during menstruation and being 
transplanted at variable distances beyond 
their normal location, deep in the myome- 
trium. 


Russel’ in 1899 described an ovary which 
on microscopic study showed the presence 
of uterine mucosa embedded in smooth 
muscle,—he believed that the abnormally 
located tissue was a displaced portion of 
Muller’s duct and Cullen was likewise in- 
clined to attribute them, tentatively, to 
such an origin. 


Sampson® in 1921 analysed 23 cases in 
which endometrial transplants were pres- 
ent in the ovaries and in 1922 published an 
article in which lie drew attention to the 
frequency of these transplants and ad- 
vanced the most plausible explanation of 
the histogenesis of endometriosis in the 


peritoneal cavity, as due to regurgitated 
mucous membrance through the Fallopian 
tubes during menstruation. 


THEORIES OF ORIGIN. 


Sampson’s transplanation theory, mem- 
tioned above, of the origin of these new 
growths is very generally accepted both in 
this country and abroad. He contends 
that they represent growths of bits of 
actual endometrium which have _ been 
regurgitated backward in the menstrual 
blood through the tubes and find lodgment 
principally on the pelvic structures, es- 
pecially the ovaries, but also, in other 
organs in the peritoneal cavity. 


The basis of his opinions are: 


1. The implants are lined with colum- 
nar epithelium which is surrounded by a 
stroma like that around the glands of the 
endometrium. 


2. During the menstrual period hemor- 
rhage occurs into the gland spaces and the 
surrounding stroma. 


3. They are of frequent occurrence in 
women between 30-50 therefore develop- 
ing during menstrual life only. 


4. Menstrual blood is often seen coming 
out of the ends of tubes, containing par- 
ticles of endometrial glands and stroma, 
during operations at menstrual period. 


5. Endometrium has been demon- 
strated lying free in the lumen of the Fal- 
lopian tubes. 


6. The implants are frequently found 
in different sizes and degrees of develop- 
ment indicating repeated implants from 
the original source or from other trans- 
plants. 


7. The cast off menstrual mucosa has 
been shown to be living and capable of 
growth by cultivation in vitro. 


8. The greatest number of these im- 
plants occurred on that portion of the 
ovary in contact with the ostium of the 
tube. 
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9, Jacobson’? has experimentally repro- 
duced lesions in rabbits similar to en- 
dometrial transplants by the auto-trans- 
plantation of bits of uterine mucosa on the 
tissues of the pelvis. 


10. Endometrial growths similar to 
those of the ovary and peritoneum have 
been frequently found in the scars of the 
abdominal wall, following an operation in 
which the uterus has been opened or han- 
dled and an opportunity afforded for the 
implanting of uterine mucosa in the tissue 
of the abdominal wall. 


11. Actual demonstration of the dis- 
semination of endometrial tissue during 
menstruation into the venous circulation 
either from the mucosa lining the cavity or 
from ectopic endometrial tissue in the 
myometrium. 


There have been other theories advanced. 
Von Recklinghausen ascribed the glandu- 
lar elements in adenomyomata to “embry- 
onic rests” attributing those centrally lo- 
cated in the uterus to remnants of Muller’s 
ducts and those on the serous surfaces to 
remnants of Wolffian duct. Pick partly 
agrees with him on account of the close de- 
velopmental relationship of the Wolffian 
and Mullerian ducts. 


Meyer has advanced a serosa theory 
for their origin which is based on the fact 
that all epithelia of the female genital sys- 
tem are derived from the celomic epithe- 
lium of the urogenital folds which in turn 
is a modification of the primitive peri- 
toneum. These epithelia comprise the 
germinal epithelia of the surface of the 
ovary, the lining of Graffain follicles, the 
ovaries themselves and the invaginations 
of Muller’s duct represented by the endo- 
salpinx, endometrium, endocervix and va- 
gina. Therefore, the entire epithelial 
apparatus of the female internal genera- 
tion organs has a common ancestor in the 
peritoneum. Since it has been shown that 
this celomic epithelium does not exhaust its 
developmental potentialities it may awaken 
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in later life to new activity and produce 
differentiated structures identical with 
those it produced in embryonic life. This 
being so, the germinal epithelium on the 
surface of the ovary may invade the 
ovarian substance and create endometrium 
like structures which possess both the 
morphology and function of true endome- 
trium resulting in formation of the hemor- 
rhagic or chocolate cyst. It is also be- 
lieved by Meyer and others that the pelvic 
peritoneum may at any point develop this 
inate quality and produce the so called 
ectopic endometrioma. It is of note how- 
ever, that the structures in the male having 
a similar embryologic origin never show 
similar metaplastic changes. 


Novak® does not subscribe to the possibil- 
ity of retrograde menstruation and im- 
plantation of endometrium as he believes 
that such particles are dead, but believes 
the original source of the endometrioma is 
from the germinal epithelium of the ovary 
and that it may be disseminated from them 
upon the peritoneal structures. 


Halban® does not accept either theory but 
believes that all heterotopic endometrium 
wherever formed are metastatic growths 
originating in the endometrium and reach- 
ing their destination by way of the lym- 
phatics. 


In addition there have been many theo- 
ries advanced as to the exciting cause that 
stimulates the endometrium to activity: 
the chief ones are (1) inflamatory irrita- 
tion and (2) biologic stimulation due to 
excess of ovarian hormone. However, no 
satisfactory solution has been reached. 
Certain observations as to the incidence of 
the condition are important to stress: 


1. Endometriosis is most common in 
women between 30-58 years of age al- 
though a few have been reported in girls 
and very elderly women. 


2. More frequently seen in white wo- 
men than colored. 
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3. In barren women or women who 
have had but one pregnancy than in those 
who have borne many children. 


4. In women who have normal tubes 
rather than with salpingitis. 


5. In uteri the seat of myomata. 
6. Often in retro-displaced uteri. 


The implants have been found in a 
variety of locations which Gardner’® has 
tabulated as follows: 


1. Body of uterus, diffuse adenomyoma. 
2. Recto-vaginal septum. 
3. Fallopian tube. 


4. Ovary, on the surface or actually in 
the ovary. 


5. Round ligament, both 
toneal and inguinal portions. 


intraperi- 


6. Utero-ovarian, utero-sacral and in- 
fundibulo-pelvic ligaments. 


7. Sigmoid flexure of colon. 
8. Small intestine. 

9. Vermiform appendix. 

10. Omentum. 

11. Umbilicus. 


12. Abdominal 
scars). 


well (post - operative 


13. Vulva and vagina. 


14. Inguinal hernia. 


With such a wide spread distribution the 
symptoms produced thereby would be so 
varied that they can not be discussed with 
much detail; however, the one outstanding 
symptom is pain, localized in the area of 
the implants and most severe before and 
during the menstrual periods. Dysmenor- 
rhea is a usual symptom. If there are le- 
sions on the intestinal wall the symptoms 
may be of rectal or gaseous distention or 
even partial obstruction, before and dur- 
ing the menses. 
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There are certain gross pathological ap- 
pearances that are fairly common in all 
locations but those characteristics vary with 


the stage of menstruation. During active 
menstruation the lesions on the peritoneal 
surface appear as light red spots of blood 
cysts some of which may rupture; later 
these spaces appear as bluish vesicles. The 
entire pelvic structure may be matted to- 
gether by an inflammatory and reparative 
reaction resulting from the monthly irrita- 
tion of the menstruating foci associated 
with hemorrhage—in widely disseminated 
areas brown or blackish brown discolora- 
tions on the peritoneum are some times 
noted resembling some what the spattering 
one might produce by shaking a brush of 
brown paint in the abdomen. 


The importance of these aberrant new 
growths to the general surgeon and es- 
especially to the gynecologist cannot be 
over estimated and Sampson reported their 
presence in 43 per cent of the abdominal 
operations he performed. While this is 
considerably higher than our studies have 
shown, at the same time, he being particu- 
larly interested in this topic has made a 
more intensive study than possibly any 
other one man and therefore his statistics 
should not be open to question. During the 
last four years at Touro Infirmary there 
have been removed for study ovaries from 
772 cases on which as a result only of 
routine examination and not a special 
study, 61 cases of endometrial transpants 
have been found. During the same period 
there have been 9 transpants discovered on 
the tube, 2 on the serous surface of the 
appendix and 2 in the abdominal wall fol- 
lowing removal several years previously of 
the uterus. We have also studied during 
this time 14 adenomyomas located in the 
uterus itself. 


A consideration of endometrial trans- 
plants and especially the fact that Samp- 
son has shown that during the menstrual 
epoch the endometrial tissue ruptures di- 
rectly into a venous channel, it is rather 
surprising that secondary endometriomas 
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do not arise in distant parts of the body. 
There is no record of such new growths 
having been discovered in the lung and 
such an occurrance would not be surpris- 
ing in view of the fact that these endome- 
trial cells gain entrance into the venous 
circulation and are ultimately filtered out 
in the lung. This serves to emphasize the 
fact that while these endometrial cells have 
a vegetative characteristic enabling them 
to grow out side of their normal location, 
they do not show any other evidence of 
malignancy which would result in general 
metastases and death. All the transplanta- 
tions that take place are a result of me- 
chanical distribution and are not the re- 
sult of the invasive characteristic of he 
cell itself. 


It is another striking fact that the 
growth of these misplaced epithelial cells 
take place only in tissues of the same em- 
bryologic origin. 


BIBLIOGRAPHY. 
1. Quoted by Graves, W. P.: Gynecology. W. B. Saun- 
ders Co., pp. 444, 1928. 
2 Rokitansky, C. von: 
der Aerzte zu Wien, 1860. 
3. Cullen, T. S.: 
1896. 


Zeitschr. der K. and K. Gesell, 


Johns Hopkins Hosp. Bull., 7; 112, 


4. Sampson, J. A.: Am. Jour. Path., 3; 93, 1927. 


5. Russell: Idem (1). 

6. Sampson J. A.: Arch. Surg., 3; 245, 1921. 

7. Jacobson, V. C.: Arch. Surg., 5; 281, 1922. 

8. Novak, E.: Am. Jour Obst. & Gyn., 12; 484, 1926. 

9. Halban, J.: Wein. Klin. Wochnschr., 37; 1205, 1924. 

10. Gardner, C. H.: International Surg. Digest, 2; 2; 
131, 1926. 


DISCUSSION. 

Dr. Urban Maes (New Orleans): There is 
little left for the general surgeon to say when 
the ground has been so completely covered by the 
histo-pathologist. Painful abdominal scars first 
roused my interest in this subject. I was called 
upon to treat such a condition and I excised the 
scar without suspecting the nature of the trouble. 
When the laboratory reported that an endometrial 
transplant was present, I went back over the 
history, which included the performance of a 
supravaginal hysterectomy some months before, 
and found that the periodicity of the pain and 
discharge was quite marked,: although I had en- 
tirely overlooked it, as had the patient. The con- 
dition is of interest to the general surgeon, not in 


all of the fourteen locations in which Gardener 
describes these growths, but in three, the ab- 
dominal wall, the appendix and the bowel. In 
the abdominal wall these growths have hitherto 
been called infections, unabsorbed suture material, 
cystic cavities, etc., whereas their periodicity and 
their contents will now identify them absolutely 
for the surgeon if only he will bear the possibil- 
ity in mind. I have found one or two of these 
transplants in the appendix, and if I had not 
been familiar with the work of Seelig, I should 
have been inclined to believe them malignant. 
Possibly such growths explain the cases we have 
seen in the past, where malignant disease of the 
appendix was diagnosticated, but the patient 
never had a recurrence. Transplants on the 
bowel are confused in a certain number of cases 
with malignant disease, and large resections have 
been done unnecessarily through failure to 
recognize ‘the true _ histo-pathologtyy present. 
Possibly a surgeon not familiar with the condi- 
tion may have to depend upon a rush diagnosis 
for help, but to me the chief distinguishing point 
is that they spread from the serous surface in- 
ward, whereas true carcinoma spreads from the 
lumen outward. I would caution you to bear this 
possibility in mind, and note in your history 
whether there is a story of periodicity and in 
your examination whether ‘you can detect the 
characteristic cystic formation. The treatment 
is removal in most instances, and after that, if 
we are sure that we are dealing with an endome- 
trial transplant, the subsequent course would be 
governed by subsequent events. Recurrence calls 
for castration, for invariably these growths re- 
trogress and disappear with the disappearance of' 
ovarian tissue and the stoppage of the ovarian 
hormone, because the stimulus to their existence 
is gone. It has been suggested that either radium 
or X-ray be employed in their management, the 
idea being to diminish the ovarian stimulus by 
these means, but I do not find in the literature 
that either method has been eminently successful. 

Dr. P. B. Salatich (New Orleans): I should 
like Dr. Lanford to say a few words on the sub- 
ject of the possibility of malignant degeneration 
in these endometrial transplants. If these 
growths are on the ovaries or tubes, their com- 
plete removal is fairly simple, but they appear in 
other, more dangerous places. I have in mind a 
case in which I tried to be conservative, a young 
woman with extensive endometriomata invelving 
both ovaries and a considerable portion of the 
bladder. Because of her youth I did not want to 
castrate her, so I removed as much of the growth 
as I could, leaving, however, a few nodules, par- 
ticularly on the bladder. Will that condition recur, 
and is it likely to become malignant? 


Dr. D. I. Hirsch (New Orleans): I have been 
interested in this subject ever since Dr. Cullen 
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began to work on it many years ago. I want to 
add to the important sites mentioned by Dr. Maes 
as of interest to the general surgeon the posterior 
cul-de-sac. Growths in this region can be very 
confusing because of their resemblance to malig- 
nant tumors, and unless the symptomatology and 
histo-pathology are kept very clearly in mind, un- 
necessarily radical surgery is going to be done. 


Dr. T. B. Sellers (New Orleans): I wish to 
present a case of endometrial transplants. Mrs. 
B. Q. a white female, aged 30 years, consulted 
me because of extreme nervousness and dysmenor- 
rhea before, during and after her periods, asso- 
ciated with unbearable sick headaches. She was 
the mother of three children, and this story dated 
from the birth of her first baby in 1923. Heri 
periods had begun at 16; they were of the 28 
day type and were irregular; at times she missed 
3 or 4 months. Physical examination showed a 
fairly well developed but poorly nourished woman 
weighing about 90 pounds. The heart and lungs 
were negative, the abdomen of the scaphoid type, 
the reflexes normal. The pulse was 80 and the 
blood pressure 100/75. All laboratory tests were 
normal except for a hemoglobin of 60 per cent. 
Vaginal examination showed a lacerated perineum, 
a cystocele, a lacerated cervix, a second degree 
procidentia, and a uterus much larger than nor- 
mal and retroflexed. The adnexa seemed neg- 
ative. The vaginal repair work was done, and 
when the abdomen was opened through a median 
incision, the uterus was found to be two or three 
times its normal size, smooth and mottled in 
appearance, and fairly firm to the touch. After 
some hesitation I finally decided to do a supra- 
vaginal hysterectomy, and was justified in my de- 
cision when the laboratory report showed en- 
dometrial transplants present. I report the case 
merely to show how easy it is to overlook this 
type of pathology; I am sure that I have over- 
looked it myself in the past. 


Dr. J. A. Lanford (closing): Dr. Maes has 
made an important point when he stresses the 
possibility of confusion between endometrial 
transplants and malignant growths, and he has 
emphasized the chief distinction, that carcinoma, 
or epithelial malignancy, of the bowel originates 
within and works out, whereas endometrial trans- 
plants originate on the serous covering and in- 
filtrate to a varying degree, although the mus- 
culature is never very deeply involved. Observa- 
tion of the contents of these cystic cavities, which 
are always entirely characteristic, will always 
make the distinction clear, but it is well, if there 
is the slightest doubt, to resort to rush diagnosis 
by the pathologist, for the error is far too pro- 
ductive of harm to be permitted to occur. As to 
Dr. Salatich’s question about the possibility of 
these transplants becoming malignant, if there 
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is anything to the theory of misplaced tissue, we 
must assume that they may develop malignant 
changes. On the other hand, I have never seen 
this occur, nor am I aware of any report of its 
happening. Growths of this sort which occur in 
the uterine wall may be confined to one special 
area or may become very diffuse; if they work 
their way back into the rectovaginal septum, 
they certainly bear all the hallmarks of malig. 
nancy, but they remain histologically benign and 
the pathologist can make the distinction if the 
clinical surgeon cannot. 





A CLINICAL STUDY OF STERILITY.* 
WALTER EDMOND LEVY, M. D., 
NEW ORLEANS. 


Much has been said, but much more re- 
mains to be said, ere finis is written to 
this most interesting chapter of gynecol- 
ogy. However, it is not my purpose this 
morning to enter very deeply into a the- 
oretical discussion of this subject, and to 
discuss in detail the relative values of vari- 
ous therapeutic measures, but rather to 
treat this subject from a clinical viewpoint 
and study, and to show the general outlook 
with which a case of sterility must be ap- 
proached,—approached as scientifically as 
we are now able to do, and not by slip-shod, 
hit-or-miss methods. 


Now, if one assumes a marriage to be 
sterile, when after a period of three years, 
conception has not occurred, and if one is 
cognizant of the very definite fact, as is 
fully proven by competent observers, that 
in our country, sterility, especially among 
the so-called middle and upper classes, is 
on the increase, we are at once confronted 
with a most vital medical and sociological 
problem. According to Child, “While 
sterility in its broadest sense implies a 
condition in which the woman does not 
conceive, or if conception occurs, is unable 
to bear a viable and living child, there is a 
very wide difference between incapability 





*Read before the Louisiana State Medical So- 
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of conception and incapability of reproduc- 
tion.” 


Naturally it requires two factors to make 
conception possible, that is, the healthy 
male element must be placed in that posi- 
tion from which it is able to make its way 
to a union with a healthy female element. 
In other words, according to Giles, we 
must investigate the various features that 
affect the transition of spermatazoa from 
the vagina to the Fallopian tube, the possi- 
bility of the fertilization of the ovum, and 
the transit of the oosperm from the ovary 
to the uterus. These factors will at once 
give us two distinct viewpoints, viz., that 
sterility must be studied both in the man 
and in the woman, from an anatomical and 
functional angle. And so we must study 
each childless marriage with these points 
well in mind. 


It is always my custom to have the male 
partner studied first, for I believe male 
sterility is more frequent than female. As 
this is always done for me by a competent 
genito-urinary specialist, upon whose re- 
port I can place absolute reliance, I shall 
not go into any great detail here, but 
merely summarize the necessary essen- 
tials. 


Dickinson and Cary emphasize the im- 
portance of examining the husband first by 
stating: “Any tubal testing or operative 
procedure for sterility that is done on a 
wife, before the present condition of the 
husband is determined, should, in these 
days carry the stigma of mal-practice.” 


In the first place, it is easier to study the 
male and to arrive at a more definite deci- 
sion than in the female. A careful history 
is essential as regards specific disease, for 
gonorrhea will account for 50 per cent to 
70 per cent of the cases of sterility in the 
male. He must also be questioned as to 
his ability to perform the sexual act, and 
must be studied anatomically for infantil- 
ism of the genitalia or other congenital de- 
fects, for inability to deposit spermatazoa 
well up in the vagina is essential. The re- 
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action of the vagina is normally acid, due 
to the presence of lactic acid, whereas that 
of the cervix is alkaline. As the semen is 
alkaline, one can readily see that in a 
hyper-acid vagina, wherein the semen is 
not deposited in the seminal lake, in the 
proximity of the alkaline cervix, this hyper- 
acidity can kill the sperms. Cases of this 
type sometimes conceive when an alkaline 
douche is given just before intercourse. 


Secondly, the male secretion must con- 
tain a sufficient number of spermatazoa, 
which are not alone actively motile, but are 
also morphologically correct. Now being 
well assured of the condition of the male, 
and satisfied as to his fertility, if the above 
mentioned prerequisites are fulfilled, we 
now turn to our study of the female. 


It is here in the study of the female that 
one’s gynecological and general medical 
knowledge may be taxed to the utmost, for 
the angles of the case are many. It it my 
custom, after taking a most careful and 
detailed history, to study my cases an- 
atomically, pathologically and physiologic- 
ally and to attempt to classify them as such. 


Anatomically a survey of the genitalia 
is made by means of a vaginal examina- 
tion and various diagnostic aids. By a 
vaginal examination, the position and size 
of the uterus, and the presence of various 
gross congenital or acquired anomalies are 
determined. While a great many author- 
ities claim that retroversion is a cause of 
sterility, I am not at all firmly convinced 
that it alone is the etiological factor, for I 
have seen many cases wherein a marked 
retroversion existed, become pregnant. 
Also too much stress should not be laid 
upon infantilism of the uterus, unless a 
coincident examination of the tubes be 
made according to either of the two 
methods I am about to mention. These 
methods are the tubal insufflation test of 
Rubin, and the lipiodol injection of the 
uterus and tubes. It is not within the 
province of this brief paper to enter into 
a discussion of the relative merits of the 
afore-mentioned procedures, but merely to 
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mention them as adjuncts in studying the 


anatomy. As at the present moment, we 


are discussing anatomical and not pathol- 
ogical sterility, it is not necessary to men- 
tion the contra-indications. This much 
might be added, however,—lipiodol offers 
a means of exact diagnosis as to the point 
of stenosis in the tube, whereas air alone 
merely tells one that a block exists. How- 
ever, insufflation is a valuable adjunct in 
the opening of a fair percentage of oc- 
cluded tubes. 


From a physiological standpoint, I con- 
sider the history of the patient’s men- 
struation and her basal metabolism rate. 
According to Rubin, amenorrhea asso- 
ciated with sterility is not uncommon and 
he reports it in 74 of 1450 cases. He fur- 
ther adds that any measure which restores 
the menstrual function, greatly improves 
the prognosis of subsequent conception. As 
a means to accomplish this, other than by 
the roentgen-ray, as suggested by Rubin, 
and one which I believe is infinitely safer, 
is that suggested by Litzenberg, viz., the 
use of thyroid extract. Hypothyroidism, 
or myxodema, and sterility are very closely 
related. Litzenberg, to my mind and ex- 
perience, has shown very definitely that 
there is an inter-relationship between the 
activity of the thyroid gland and the ovary, 
and states that even the lesser degrees of 
hypothyroidism are apparently the cause of 
sterility. He adds that a normal basal 
metabolic rate is also apparently necessary 
to conception and normal pregnancy, and 
cites that in 44 cases seeking relief from 
sterility, that 22, or 50 per cent had a 
metabolic rate of minus 10 or below. 


Now, if there is an interdependence be- 
tween ovulation and menstruation, and if 
thyroid therapy will accentuate menstrua- 
tion, may we not assume that ovulation is 
also accentuated, thus overcoming, as it 
were, one of the functional causes of 
sterility. 


It is just this group of cases which I 
classify as functional or physiological, for, 
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in addition to a low metabolic rate and 
amenorrhea, may be added symptoms of 
obesity, low pressure and a sub-normal 
temperature, and in the line of therapy 
suggested by Litzenberg, we hold forth to 
these, a fairly high percentage of cures. 


Likewise, under physiological sterility, 
may be grouped those cases of incompati- 
bility between the two elements, and also 
those rather obscure cases wherein the 
diet, with a deficiency of vitamin E, is the 
theoretical basis. In the former group, 
the basis of the incompatibility can to a 
great extent be cleared up, by the employ- 
ment of the Huhner test, whereas in the 
latter, in spite of the striking results of 
animal experiments, it is a bit too soon to 
draw any definite conclusions as to the 
human. 


In the pathological group, I place those 
cases of sterility which are due to an endo- 
cervicitis, infectious occlusion of the tubes, 
ovarian tumor, fibroids, etc. Endocervi- 
citis is a condition very easily overlooked 
in the search for a cause, but nevertheless 
is a frequent etiological factor, particularly 
in cases of the so-called one child sterility. 


Fulkerson in his study of sterility says: 


that endocervicitis accounted for 10.4 of 
the cases. Kahn makes the statement that 
the cervix in sterility is often the etiologic 
factor than are the tubes. According to 
Kurzok and Miller, the semen exerts a 
lytic action on the normal mucin of the 
cervix. “Tests made with mucus from 4a 
patient with a leukorrheal discharge, due 
to a lacerated cervix, and from one with 
acute gonorrhea, indicated that the digest- 
ing action of normal semen is markedly 
diminished or stopped by the presence of 
pus in the mucus.” It is in endocervicitis 
that we are now able, by means of the cau- 
tery, to eradicate as a definite cause, and to 
date I have four cases of the so-called one 
child sterility, each of whom had an endo- 
cervicitis, and who, after treatment with 
the cautery according to the method of 
Hunner, have conceived. 
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The various surgical method for the re- 
lief of the other conditions, are fairly set 
procedures; I do not think that a discus- 
sion of their technique and relative merits 
is within the scope of this paper. 


Before concluding, I should like very 
much to present quite a typical case illus- 
trating our clinical routine: 


Mrs. A. C. She was first seen on October 18, 
1926. Aged 26 years. Married one year. She 
had never conceived. Menstrual history: Last 
period on August 11, 1926; duration four days. 
No pain at any time. Patient gave a history of 
varying periods of amenorrhea, the longest being 
eight months. Passes clots at menstrual time. 


The physical examination revealed a_ short, 
stout individual. The uterus was a bit enlarged 
and retroverted. Blood pressure 100/76. Tem- 
perature 97.5 degrees. 


Two weeks later the patient reported she had 
menstruated. An interval of 2% months since the 
last period. Nothing more was seen of her until 
June 24, 1927, when she returned to the office 
stating that her last period was on May 18. She 
was now willing to undergo a complete examina- 
tion as to the reason for her sterility. 


As is our custom, the husband was examined 
first, and we received a report showing that he 
had many actively motile and morphologically 
correct spermatazoa. 


From the clinical side, I was under the im- 
pression she was one of the “physiological group,” 
but wanted to be sure she was anatomically cor- 
rect. Hence, I recommended a lipiodol injection 
of the uterus in addition to a B.M.R. 


The roentgen-ray revealed a normal uterus and 
normal, patulous tubes. Twenty-four hour plate 
showed the lipiodol free in the pelvis. The B.M.R., 
however, was of greatest interest, it being a -39. 
As a result, on June 29, she was started on thyroid 
extract, grains .5, four times a day. On July 3, 
she menstruated. When seen again on September 
22, she had every typical sign of an early 
pregnancy. On November 10, 1927, she felt life, 
and is now the mother of a female child. 


This case is but one of several wherein 
thyroid therapy has been of great value. 
While perhaps a bit irrelevant to the title, 
I might add that to date I have on record 
some eleven cases who have had one or 
more children, but have since developed an 
amenorrhea. All of these presented the 
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characteristically low B.M.R. and were re- 
lieved and returned to regularity by means 
of properly regulated doses of thyroid 
extract. 


In concluding, I should like to state that 
all cases of sterility should be classed as 
anatomical, physiological, or pathological, 
and as such, should be studied. Further- 
more, the male should always be studied 
first, as he is the more frequent cause of a 
sterile marriage. 


It is to be hoped that in the near future 
that new advances will be made and a 
much larger proportion of cures be ef- 
fected. 


DISCUSSION 


Dr. A. Jacobs: In the olden days it was con- 
sidered a great sin for a woman not to be able 
to conceive; the male was entirely exonerated. 
Up to quite recently she was executed, or at 
least operated on, without a proper trial because 
she failed to bear children. All sorts of surgi- 
cal procedures were undertaken for purely em- 
piric reasons. I agree with Dr. Levy and I think 
2verybody else does that the male should be thor- 
oughly studied in every case of sterility before 
the detailed study of the woman is undertaken. 
The gynecologist should be able to use the micro- 
scope himself in order to test the motility of nor- 
mal spermatozoa. The acidity of the vaginal 
secretions varies not only in different individuals 
but in the same individual at different times, and 
the gynecologist must therefore be able to aspirate 
semen from the vaginal vault and to recognize 
under the microscope what the motility of the 
spermatazoa is at different times; that would 
settle the question of the responsibility of the 
vaginal secretions. Retroversion is responsible 
for sterility in about 14 per cent of all cases, 
and whether it is congenital or acquired, it is 
responsible for the same reason, that either the 
undeveloped uterus or the chronically congested 
uterus is one whose function is impaired and 
so one unfitted to undertake the burden of ges- 
tation. A well fitting pessary will bring the uteri 
up. Anteflexion is also often considered respons- 
ible. This is not because of the angulation 
but rather because an immature uterus, as all 
anterflexed uteri are, is unfitted for this special 
function. In cases of infantilism, however, a 
bad prognosis must not be given too rapidly. 
Dr. Child mentions a case in which the uterus 
was no larger than a walnut and the distance 
between the os and the fundus about 4 cm. He 
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rendered an unfavorable prognosis, but that pa- 
tient menstruated normally and bore two normal 
children. 


Dr. Hilliard E. Miller: Fully 10 per cent of 
the young women we see in private practice today 
are consulting us because of sterility, and for 
that reason the subject is a very important one. 
We follow practically the same routine that Dr. 
Levy has outlined in attempting to determine 
the essential cause of the condition, believing that 
in each instance the etiology is individual. The 
examination of the male is extremely important, 
and in about 12 per cent of the cases I have seen 
the male was at fault. I remember in this con- 
nection 2 or 3 cases examined by the urologist. 
In each instance it was reported that a generous 
quantity of spermatazoa were present but that 
they were inactive and unhealthy. In each case 
the condition was associated with a chronic pros- 
tatitis and with some pus. In each case treat- 
ment of the prostate cleared up the pathology, 
the virility of the sperm improved, and concep- 
tion followed. As to retroversion, I do not lay 
much stress upon it, though in a few cases I have 
seen conception result promptly simply from lift- 
ing the uterus by a Smith or Hodge pessary. I 
do not think sufficient stress has been laid upon 
the infantile uterus, which is undoubtedly the 
result either of congenital error or of acquired 
disease in childhood and which undoubtedly is 
associated with some endocrine dysfunction. There 
is always present a small, anteflexed, cochleate 
organ, the vagina is short, and there are other 
evidences of developmental arrest. In such cases 
I am heartily in favor of divulsion, of curettage 
if indications exist, of the insertion of a Bald- 
win glass stem pessary into the cervix where it is 
fixed by silver wire, shot and buttons, and of the 
wearing of this pessary through two menstrual 
periods. About 35 per cent of 125 cases treated 
in this manner resulted in conception. I do not 
recall in these cases a single instance of infectior 
the cry usually raised when this procedure is 
suggested. We chose our cases very carefully, 
we eliminated those in which there was even 
the slightest suspicion of pelvic infection of any 
variety in the cervix, parametrium, ovaries and 
tubes, and we were justified by our results. 
Finally, the short, stout woman who complains 
of sterility and in whom no other cause is found 
is often benefited by the use of thyroid extract 
if her basal metabolism rate warrants its em- 
ployment. 


Dr. W. E Levy (closing): I disagree with 
Dr. Jacobs in the matter of acquired retrover- 
sion; those cases are always associated with in- 
flammation or infection, as a result of which 
the tubes are occluded, and it is the parametrium 


‘is incurably sterile. 
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and tubes, not the uterus, which are responsible 
for the condition I am glad Dr. Miller brought 
out the point concerning the indiscriminate use 
of the stem; a valuable adjunct of gynecological 
treatment is going to fall into disuse unless it is 
employed with more caution. I recently saw a 
patient in whom a stem had been used in the 
face of an endocervicitis; she developed a salpin- 
gitis and peritonitis as a result, and now she 
Its use should be safe. 
guarded by the same restrictions as the use of 
lipiodol. I do not agree with Dr. Miller entirely 
in the diagnosis of infantilism. It is usually made 
too rapidly I saw a patient the other day who 
had been told she could never conceive without 
some surgical procedure because she had an infan- 
tile uterus; as a matter of routine I used a lipio- 
dol injection, and the radiologist, Dr. Hender- 
son, reported back to me that her uterine cavity 
was larger than normal and both tubes were 
patent. 





SYPHILIS OF THE LUNG.* 
H. L. COCKERHAM, M. D., 
GUNNISON, MIss. 


Less than a quarter of a century ago 
syphilis was considered an infectious vene- 
real disease, the origin of which was 
unknown. The final manifestation of 
syphilis at that time was a condition that 
we called tertiary syphilis, while tabes 
dorsalis and paresis were distinct diseases, 
also of unknown origin. Now all these dis- 
ease entities form together an uninter- 
rupted sequence of spirochetal symtoma- 
tology which divides itself into two 
general conditions for consideration, one 
early syphilis and the other late syphilis. 


There is no problem confronting the 
physician which comes up more often than 
the differential diognosis of tuberculosis 
from syphilis. In the respiratory system 
tuberculosis is so frequently the trouble 
that other conditions do not come to mind 
at first sight. Nevertheless, when tubercu- 
losis has not been proved, syphilis is among 
the most important to be thought of as a 
complication. Tripier holds that visceral 
syphilis is the most common manifestation 





*Read before the Section on Medicine, at the 
Sixty-second Annual Session of the Mississippi 
State Medical Association, Gulfport, May 14, 1929. 
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and that all the typical clinical and anat- 
omical types are far from recognition even 
today. The purpose of this paper is to pre- 
sent one of these manifestations. 


In considering the possible presence of 
syphilis in any case of lung disease, very 
definite limitations in diagnosis must be 
recognized. Certain facts in the medical 
history of the case must be pieced together, 
must be combined with the symptoms, the 
clinical manifestations, the roentgen-ray 
and laboratory findings and then, by exclu- 
sion most frequently, we arrive at a 
diagnosis of syphilis of the lung. Even 
then the diagnosis is not proved until the 
antileutic treatment gives evidence of im- 
provement in the case. And after all this, 
there must be the positive isolation or 
demonstration of the specific organism in 
the secretions of organs, analogous to the 
sputum test of pulmonary tuberculosis 
(Scarlen Cinn). 


It is to be emphasized that the first con- 
sideration in the diagnosis of any lung 
disease is to prove or disprove the pres- 
ence of pulmonary tuberculosis. In many 
cases this question is soon settled by find- 
ing tubercle bacilli in the sputum. Most 
cases, however, will require more exten- 
sive clinical and roentgen-ray examination, 
that being the roentgen-ray chest examin- 
ation. When the roentgen-ray films give 
evidence of disease which is not charac- 
istic of adult pulmonary tuberculosis, the 
problem of differential diagnosis must be 
solved. In every case of differential 
diagnosis the presence of syphilis alone or 
as a complication must be considered. 
This also applies in connection with pneu- 
monia, bronchitis, bronchiectasis, abscess, 
tumor, and pneumoconiosis. In any of 
them syphilis may be either an etiological 
factor or a complication. The patholog- 
ical picture of pneumonia alba of the child 
is probably more familiar than that of any 
other form of syphilis of the lung. There 
is firm consolidation of the lung with 
frequent accompanying atalectasis or bron- 
chiaectosis. The lining epithelium of the 
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terminal bronchi and even of the partially 
expanded alveoli is of the endothelal or 
columnar form which gives a picture re- 
sembling fetal lung. On physical examin- 
ation the findings are of consolidation 
affecting the greater portion of the lobe, a 
whole lobe or an entire lung. 


Clinically the child is not as ill as would 
be a patient with a corresponding amount 
of lobar or broncho-pneumonia. The fever 
is not high, the child is anemic, weak, 
appears wasted and chronically ill, but is 
not toxic. The leukocyte count is low with 
a relatively high lymphocyte count. A his- 
tory of syphilis in one or both parents is 
helpful in the diagnosis. A positive blood 
Wassermann together with the findings 
enumerated justifies the diagnosis. 


With two such common and widespread 
diseases as syphilis and tuberculosis it is 
more than likely that a combination of 
the two occurs not infrequently in the 
lungs of the same patient, but accurate 
recognition of syphilis in the lungs showing 
tuberculosis is extremely difficult. The 
symptoms of the two diseases are often 
identical. In visceral syphilis, especially in 
the tertiary stage, moderate fever is usually 
present, emaciation is marked and night 
sweats are frequent. Pain due to perihe- 
patitis may occur in the lower right chest. 
The usual adult type of pulmonary tuber- 
culosis is most commonly recognized easily 
by the clinical and roentgen-ray examin- 
ations. 


A typical form of pulmonary tubercu- 
losis, such as basal type or caseous pleurisy, 
both of which show marked hilum lymph 
node involvement, offer problems of differ- 
ential diagnosis. If pulmonary tubercu- 
losis occurs in a person who has had a long 
standing syphilis, or, conversely, if syph- 
ilitic infection occurs in a person who has 
had a long standing pulmonary tubercu- 
losis, there is little, if any change in the 
usual course of either disease; but if both 
diseases develop simultaneously, the pul- 
monary tuberculosis is apt to be extremely 
active and to pursue a rapid course. 
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The recognition of both tuberculosis and 
syphilis in the same lung is at best conjec- 
ture and supposition. When a case of 
pulmonary tuberculosis presents itself with 
atypical roentgen-ray findings, or presents 
a positive Wassermann test or other evi- 
dence of visceral syphilis, such as aortitis, 
then lung complications may be strongly 
suspected. In such cases intensive anti- 
luetic treatment should be started. If 
clinical improvement of the patient takes 
place and clearing of the lung occurs, 
roentgen-ray will confirm the suspected 
condition of the lung syphilis. 


A result of pathological studies of sev- 
eral investigators shows that there is no 
uniformity or specificity of the lung 
changes in this disease. The changes vary 
from catarrhal condition and bronchitis to 
massive bronchiectasis or atelectasis, or 
cavity formation. The fibrosis which is so 
common is the same as might result from 
any nonspecific inflammation; hence, there 
is no uniformity of the physical signs and 
no characteristic changes when studied on 
the roentgen-ray chest films. 


Syphilis is a general systemic disease, 
blood borne and capable of attacking any 
viscus or tissue. Lung syphilis when it 
occurs, is never primary and is only an in- 
cidental location of attack in the wide- 
spread ravages of the disease throughout 
the body. A knowledge of the general 
course of the disease aids in the recognition 
of its presence in the body and conse- 
quently, in the lungs. 


When syphilis is suspected in the lungs, 
seek first for syphilis in other parts of the 
body. Seek evidence in the heart or aorta. 
Then carefully examine the testes. Warthin 
has shown that next to the aorta and heart 
the testes are the most frequent sites of 
syphilitic infection. 


Osler is generally quoted as the firmest 
authority for the statement that pulmon- 
ary syphilis is very rare. Osler and Gibson 
say that in 2500 autopsies performed at the 
Johns Hopkins Hospital, in only twelve 
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cases was lung syphilis demonstrated, 
Downing investigated 3000 autopsies at the 
Massachusetts General Hospital for lung 
syphilis with totally negative results, 
Hazen states that in 6000 cases of syphilis 
taken from the records of the Copenhagen 
Hospital there were but two cases of pul- 
monary lues. It is upon these and other 
like foundations that the rarity of the 
disease is established (E. L. Burke, Lon- 
don). Symmers analyzed the results of 
4880 post-mortem examinations which 
were made in ten years at Bellevue Hos- 
pital, New York. In only 6.5 per cent was 
syphilis demonstrated. Warthin on the 
other hand made 750 autopsies in the rural 
districts of Ann Arbor in Michigan and 
found syphilis in 40 per cent of the cases. 
The results are striking in their wide diver- 
gency, the former in a great city among 
the poorer classes, the latter in a country 
district among the more well to do class. 


The criteria for the diagnosis of syphilis 
in the dead are the demonstration of the 
treponema palidum and the histological 
changes. that alone are typical of its 
activities. The work of Graves showed 
that post-mortem Wassermann tests con- 
firmed the ante-mortem reports in 97 per 
cent of the cases. The post-mortem Was- 
sermann should not be omitted. There- 
fore, the presence of syphilis may be in- 
ferred and often with some assurance 
from gross evidence alone, but its absence 
can only be accepted after negative bacte- 
riologic, histologic and serologic investiga- 
tion. Its presence can only be definitely 
preven after a similar series of examina- 
tions have yielded positive results. 


The essence of the syphilitic reaction, 
that is to say, the response of the tissues 
to the activities of the treponema palidum 
is that it is of the nature of granuloma 
originating in the perivascular lymph 
spaces as an infiltration of lymphocytes 
and plasma cells. The chancre, the cuta- 
neous syphilides, the gumma, the fibrosis 
are all simply different stages and degrees 
of this reaction. The type depends upon 
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the organ or the tissue affected, the age of 
the disease and the time the reaction has 
been in progress. There is no essential 
histological difference between the primary 
and tertiary or any other lesion. The 
matter of incidence and diagnosis of 
syphilis in the dead body resolves itself 
into a decision as to what is the type 
lesion and how it is to be identified. That 
is especially so when the disease is in its 
late or so called latent stages. The latter 
term is a misnomer. The disease can never 
be latent. It can only be present or absent. 
If it is present it is invariably active, 
although it may not be at the moment 
giving rise to well defined clinical signs. 
Whenever syphilis is present, whenever a 
positive result is obtained in a Wassermann 
test, active postive processes are taking 
place in some organ or tissue of the body. 
Such a condition is most properly termed 
“endosyphilis,” which means syphilis with- 
out any clinical signs. In such cases the 
presence of the disease is indicated by a 
distinct histological picture in the organ 
affected. 


Warthin showed, as a result of his in- 
vestigation, that the gumma is not the 
typical lesion of late or endosyphilis. The 
viscera are all involved in all such cases 
and the type-lesion consists, not of gum- 
matous, but of specific inflammatory pro- 
cesses. This condition eventually proceeds 
to fibrosis, and perhaps, further. The 
typical inflammatory reaction is mild in 
character, but is of profound pathological 
importance because of its steady progres- 
sive nature. 


In his 750 autopsies, of which 40 per 
cent were found to be syphilitic, Warthin 
adopted the histological and modern method 
of investigation. His standard of diagno- 
sis was most rigid; indeed, it is the only 
one capable of carrying positive or nega- 
tive conviction. It is clear, therefore, that 
any statement relative to the occurrence of 
syphilis of the lungs—or, indeed, of any 
other organ—is, unless it is based upon 
upon such histological investigations of no 
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value whatever. The opinions that have 
been quoted as supporting the assertion of 
the rarity of pulmonary lues are not all 
based upon the treponema conception of 
the pathology of the disease. They are 
founded upon macroscopic appearances; 
their criterion is the gumma, and upon 
these grounds, they are obsolete. 


Recent post-mortem examinations show, 
when modern criteria of diagnosis are 
adopted, that the general incidence of 
syphilis is much higher than was at one 
time believed or suspected. It would, 
therefore, appear that the low incidence of 
pulmonary syphilis is not real, but only 
apparent. There is every reason to believe 
that the lungs are no more immune to the 
mild general infection of syphilis than are 
the other organs. One point does emerge 
very clearly, and that is the essential 
lesions of syphilis are the same in the 
lungs as they are elsewhere; and, from the 
clinical aspect, the lungs of every sphilitic 
must be regarded as “damaged goods.” 


In considering the relationship of patho- 
logical findings in the dead to the incidence 
and the diagnosis of syphilis in the living, 
the first point of practical importance to be 
noted is the close clinical resemblance that 
exists between lung tuberculosis and lung 
syphilis. The differential diagnosis be- 
tween pulmonary syphilis and pulmonary 
tuberculosis is not really a very difficult 
matter. The approximate truth may be 
expressed aphoristically by saying that 
every case of pulmonary tuberculosis which 
has a persistently negative sputum, and 
which remains in a stationary condition, is 
pulmonary syphilis. 


Accurately to diagnose pulmonary syph- 
ilis in the living entails a careful consider- 
ation of the history, the physical signs in 
the chest, the roentgen-ray appearances, 
the sputum, the Wassermann report and 
the effect of antisyphilitic treatment. 


I will present a few cases which are not 
at all unusual and which go to show how 
they may be overlooked, even by the most 
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careful internist. One is a case of Louria, 
Philadelphia; the others are cases which I 
have had in general practice in the last few 
years. 
CASE HISTORIES 

I. J. M., male, aged 40, married, was first 
seen June, 1917, giving a history of protracted 
cough, moderate expectoration, occasional small 
hemoptysis, afternoon rise of temperature, night 
sweats, progressive loss of weight and strength. 
Venereal infection denied by name and symtoms. 
Examination otherwise negative, no adenopathy, 
no sear of an initial luetic lesion, blood Wasser- 
mann reaction negative. 


The patient was sent to Lake Saranac. After 
one month of careful observation and investiga- 
tion there, the patient was returned home with 
final clinical and roentgen-ray diagnosis of carci- 
noma of the lung, based upon the extent of the 
lesion, the marked, rapid emaciation, absence of 
tubercle bacilli in oft repeated sputum examina- 
tions and the non-response clinically to the usual 
regime. 


Five months later the patient again appeared, 
having noted multiple painful lumps on the scalp. 
These were shown to be definite osseous tume- 
factions. Incision of them yielded broken down, 
necrotic grumous detritus which was reported as 
granuloma. The character of the bony involve- 
ment suggested syphilis, which was confined by 
histologic examination. Blood Wassermann now 
four-plus. A six weeks’ course of antisyphilitic 
therapy was instituted, with uneventful recovery. 


Roentgen-ray examination in 1922 showed no 
residuary pulmonary infiltration. Blood Wasser- 
mann remaining positive, two more courses of 
treatment were given; Wassermann became nega- 
tive and remained so. 


March, 1924, patient developed a very severe 
broncho-pneumonia with a recurrence of symp- 
toms of 1917, plus the reappearance of a positive 
Wassermann with further antiluetic therapy; un- 
eventful recovery. 


The case is of interest for the reason that it 
presents several of the types of pulmonary syphilis 
as it has been categorically classified; first, the 
pneumonic form mistaken for pulmonary tubercu- 
losis; second, the form mistaken for carcinoma of 
the lung; third, the gummatous form with subse- 
quent necrosis and cavity formation. 


II. F. T., female, was a patient that I had 
been treating for the last fifteen years for pleur- 
isy. Every winter she would have one or more at- 
tacks of acute bronchitis with pleurisy which 
would necessitate her staying on the bed for sev- 
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eral days. The diagnosis at that time was a stru. 
mous case with most likely a tuberculosis. Sputum 
examination was negative. In August, 1927, had 
a Wassermann made which showed four-plus pos. 
itive. Active antisyphilitic treatment was given 
for three months and she had gained 18 pounds 
and has not had any trouble for the last two win- 
ters. 


Ill. G. V., colored, female was seen October 
8, 1926. Complaint, has had fever and cough 
for about eight months, following influenza, get- 
ting worse, and losing weight. Temperature 103°, 
pulse 140, respiration 32, extremely emaciated, 
Physical examination showed a cavity in upper 
lobe of right lung with moist rales, fine and 
coarse, all over both lungs. A diagnosis of pul- 
monary tuberculosis was made, which was after. 
wards confirmed by a positive sputum. Patient 
was kept in bed for about fifteen months, at which 
time she was free of fever, with a pulse of 90, 
and a practically dry lung. She was allowed to 
be up and about some for a few months, when 
she developed a cough again, and examination 
showed her to have a toxic goiter with a distinct 
exophthalmia. She was put back to bed and a 
Wassermann was made which showed four-plus 
positive. She was then put on active antisyphi- 
litic treatment and is somewhat improved, though 
far from being well. 


IV. F. W., colored, female, was seen May 
24th 1927. Complaint, asthma of about four 
years standing. Examination showed an emaci- 
ated woman with a distressed look, struggling for 
breath. Temperature normal pulse 100 with 
coarse rales and wheezing over both lungs. Per- 
cussion gave a high pitched sound as if an em- 
physema was present. Sputum negative for tu- 
bercle bacilli. _Wassermann four-plus positive. 
Active antisyphilitic treatment was given for six 
weeks. The symptoms were improved after the 
first week’s treatment. She has showed no signs 
of trouble since, and is now at work. 


V. G. McA., colored, male, aged 57, was seen 
June 13, 1928. Complaint, asthma, that kept 
him from being able to lie down, and giving him 
most trouble at night, with a history of having 
had “consumption” for twenty years, with several 
hemorrhages in the meantime. Examination 
showed a thin man with difficulty in breathing 
Temperature normal, pulse 90, with dullness ove 
upper part of right lung, with coarse rales over 
both lungs. Sputum negative for tubercle bacilli. 
Wassermann four-plus positive. Diagnosis, pul 
monary syphilis, probably of twenty years’ stand- 
ing. Antisyphilitic treatment was given with some 
improvement, but not kept up long after he be- 
gan to improve. Have seen him several times 
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since and as soon as treatment is given improve- 
ment follows and as soon as improvement occurs 
he stops his treatment. 


VI. V. J., a colored female, was seen Sep- 
tember 4, 1928. Complaint, the diagnosis of pul- 
monary tuberculosis had been made by competent 
man in a nearby city of a neighboring state, 
with a history of having been unable to work for 
two years and of being on the bed for eight 
months. Examination showed a thin woman with 
a pulse of 80, temperature 100 2/5°, with fine 
moist rales over most of the lungs. The patient 
did not look sick, not as sick as one would expect 
to find in a case of pulmonary tuberculosis of 
that long standing, as severe as this seemed to 
No diagnosis 


have been. Sputum negative. 


made. Wassermann test showed a four-plus posi- 
tive reaction. Antisyphilitic treatment was given 


and she began to improve, being able to pick 
cotton in November. Treatment was continued 
until March this year, with continued improve- 
ment and with patient able to do any kind of 
work and feeling fine. 


CONCLUSIONS 


First. That syphilis of the lung is not 
as rare as it is even now commonly thought 
to be. 


Second. That the reason for the prevail- 
ing opinion of its rarity is the former lack 
of scientific means of determining syphilis 
even in post-mortem examinations. 


Third. That lung cases which show a 
repeated negative sputum and which re- 
main in a stationary condition for a long 
period should be considered as syphilitic. 


Fourth. That even with the advanced 
laboratory and roentgen-ray methods of aid 
in diagnosis, the therapeutic test should be 
made in doubtful cases. 


DISCUSSION 


Dr. G. W. F. Rembert (Jackson): There are 
three outstanding features in that paper. First, 
it was well written; second, well presented; and 
third, it brings the most remarkable series of six 
cases (incidentally, I had the pleasure of previ- 
ously reading this paper) in one man’s practice, of 
syphilis of the lung. 


Four weeks ago in Boston I had the opportunity 
to listen to Dr. Rizer of Minneapolis. He re- 
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ported one case of a woman who had had syphilis 
of the lung probably for a period of twenty 
years. The outstanding thing in that case was 
the fact that no one had suspected that she had 
syphilis of the lung in spite of the fact that prac- 
tically all of that time she was having pain. She 
was strapped and given other forms of relief. 


Advisability of using Wassermann as a test: 
The same man brought up statistics showing the 
incidence of syphilis of the lung in which he 
quoted (and I shall refer to this just a second) 
that in Johns Hopkins general autopsies, there 
were four cases in 2800, that Baycott reported 
two cases in 6,000, and T. Larsen Brown of Sara- 
nac Lake said that in twenty-five years of general 
practice he had encountered only one case of 
syphilis of the lung. In the Cincinnati Tuber- 
culosis Hospital, there were only two cases seen 
in 791 patients. Against that there is a re- 
markable finding of Carrera working with Warthin 
in Ann Arbor of twelve cases in 152 autopsies of 
syphilitics, and Peterson working with him shows 
eleven cases in eighty-eight autopsies, showing 
an incidence of 12% per cent. 


The question comes up probably, “Why would 
the Warthin group find so many cases of syphilis 
of the lung when no one else had found them?” 


That might be answered by saying that there 
is no man today in the country anywhere who 
is probably looking for syphilis as much as War- 
thin. The next thing is that Warthin has been 
able to demonstrate the spirochete in tissues 
where it has never been found by others. His 
incidence of spirochetes is perfectly tremendous. 
Those men who are working there with him in 
the same field believe that it is due to some par- 
ticular way Warthin has of using his silver stain. 


You are struck with the fact that the two 
cases which the doctor is reporting are two whites 
and four negroes, and you are struck also that 
every one of his cases had a four-plus Wasser- 
mann. 


I think the deductions are rather obvious. First, 
the negroes are more likely to have it, and sec- 
ond, the responsibility of doing the examination 
should include a Wassermann test as a routine 
feature. 


As to the diagnosis, I think it is agreeable 
that it is a very difficult diagnosis to make. What 
Dr. Trudeau said about tuberculosis (the only reg- 
ular thing about tuberculosis is the regularity 
of its course) might also be said of syphilis of 
the lung. 
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Clinically, it suggests tuberculosis until the 
tuberculosis is disproved. From an roentgen-ray 
standpoint there certainly is nothing typical. When 
it comes back to the question of making your 
diagnosis, it is going to be first, the negativity 
of tuberculosis; second, the positive history and 
the Wassermann test; and third, the therapeutic 


response. 


The fact that the doctor brings to you that 
the incidence of syphilis of the lung is so much 
greater than generally thought (which he has 
proven) is certainly worthy of all of us being 
more careful in the future, and it is quite possible 
that we have all overlooked cases that should 
have been properly diagnosed. 


Dr. Cockerham (closing): The point I want 
to bring out is this: I have been seeing just as 
many cases of syphilis of the lungs in the twenty- 
four years that I have been practicing medi- 
cine as I have seen in the last two or three 
years and I didn’t recognize it. I didn’t recog- 
nize it for two reasons: The main reason was 
that I wasn’t making routine Wassermann exam- 
inations and I overlooked it. I diagnosed these 
cases as struma cases and various other diag- 


noses. 


I can’t say definitely now that those cases 
were syphilis of the lung, except for the fact 
that their lung condition improved when placed 
on antisyphilitic treatment. 


The thing I want to bring to you today is the 
fact that I think we are overlooking syphilis of 
the lung, because we think it is tuberculosis, 
and because we are not having our laboratory 
check up behind us. 


I also think the reason for our overlooking 
these conditions is the fact that it is generally 
considered a rare disease. There is no question 
but that Warthin is doing more work in syphilis 
than any other man before us today, and his 
work seems to be of a more scientific type than 
There- 
fore, I think that is the reason we are getting 
I think it will 
not be very long before we will be finding more 


we have been able to develop heretofore. 
our eyes open as to this condition. 


syphilis of the lung and not considering it the 
rare disease that it has been supposed to be. 


JOHNS—The Incidence of Infection With Endameba Histolytics 


THE INCIDENCE OF INFECTION WITH 
ENDAMEBA HISTOLYTICA IN LOU- 
ISIANA AS DETERMINED BY COM- 
PARATIVE MICROSCOPIC AND 
CULTURAL METHODS.* 


F. M. JOHNS, M. D., 
and 
CARLO J. TRIPOLI, M. D., 


NEW ORLEANS. 


The incidence of infection with enda- 
meba histolytica as determined by any man- 
ner of survey would necessarily represent 
not only those individuals who are actively 
parasitized and are presenting definite evi- 
dence of amebic disease, but also a larger 
number of so-called “carriers” of the in- 
fection who are more or less free from 
symptoms of the disease and whose detec- 
tion in the past has been attended with 
some degree of uncertainty. 


Amebic dysentery has not decreased in 
the same proportion as other enteric dis- 
eases with the advent of modern sanitary 
handling of water and milk. This is ap- 
parently due to the fact that the greater 
number of new infections originate in di- 
rectly contaminated food from a clinically 
unrecognizable source of infection—the car- 
rier. Numerous investigators have shown 
that many persons harbor an infection of 
the pathogenic type of ameba, and produce 
infective encysted parasites in countless 
numbers, and yet only in extremely rare 
instances has any attempt ever been made 
to find and eradicate the parasites that may 
be present in food handlers by even a cur- 
sory examination. 


The carrier problem in amebic infection 
is also of considerable importance to the 
carrier himself. It is gradually becoming 
generally recognized that the endameba 
histolytica is almost an obligate tissue para- 
site and that for reproduction to continue 


*Read before the Louisiana State Medical So- 
ciety, New Orleans, April 9-11, 1929. 

+From the Laboratory of Clinical Medicine, 
Tulane University School of Medicine, New Or- 
leans. 
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in even the symptomless carrier the repro- 
duction must occur largely in superficial 
ulcers of the intestinal mucosa. While some 
few carriers present no demonstrable 
symptomatology, the majority of them do 
present some abnormality of intestinal sen- 
sation or function. Frequently the quies- 
cent carrier state is merely the interval of 


| time between acute excerbations of dysen- 
| tery. Again, the threat of liver abscess is 


constantly present in one infected with this 
parasite, for active dysentery is not a neces- 
sary pre-requisite to this complication, by 
any means. 


Investigation has shown that while ame- 
bic dysentery is more frequently found in 
the warmer countries, the infection is en- 
demic throughout the world. The technical 
difficulties encountered in making tedious 
microscopic examinations of large groups 
of people have been almost insurmountable. 
Consequently, surveys of the general popu- 
lation for carrier incidence are rather few 
in number. The following, however, may 
be taken as fairly representative of condi- 
tions prevailing in those countries where 
such work has been undertaken: 


England (Matthews & Smith in 1919) 


MN NE casds eter eeseirepeeencrmn 1.5 (1) 
Germany (Bach in 1924) 435 adults 
Be IIE ooo escnctcocnnlereies duaunienete 6.0 (1) 


France (Lenoir & Deschiene in . 
aaa Rasa 5.0 (1) 


1000 adults (males) 
United States (Kofoid & Swezy, 1920) 

576 adults (home troops)................--.- 4.3 (1) 
United States (Craig & St. John, 1927) 

71 adults (etudenie)........................ 15.4 (2) 


United States (Williamson, Kaplan & 
Geiger in 1929)1149 adults(Chicago) 2.3 (3) 
China (Kessel & Svenson in 1924) 221 
DOI Sosdetiirsetenees 10.0 (1) 
ls 14.1 (1) 
Brazil (Young in 1922) 249 children.... 22.5 (1) 
Egypt (Wenyon & O’Connor in 1917) 


Pn i sl 13.7 (1) 
Java (Brieg in 1920) 150 natives........ 23.0 (1) 
Malay Peninsula (Jepps in 1923) 1034 

I siisGire cc npopccacanee ruses teaacaaedncade 14.5 (1) 


While presenting no statistical data, P. 
Brown* reports the finding of 436 infec- 
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tions in the Mayo Clinic during the past 
five years in patients most of whom came 
from the northwestern part of the United 
States. 


With the advent of more rapid methods 
of direct microscopic examination and pre- 
cise methods of culturing of stools for the 
pathogenic ameba we have completed the 
examination of a number of persons in this 
locality and it has seemed to us of impor- 
tance to present our findings in this inves- 
tigation. 


The stools were examined directly fol- 
lowing passage if there was any evidence 
of a diarrheal condition present. Normal 
stools were examined by the centrifuge con- 
centration method developed by one of us, 
Johns‘. Cultures were made in both plain 
and acriflavine charged media as modified 
from the original formula of Boeck and 
Drbohlav by Dobell and Laidlaw® and pre- 
pared according to the detailed directions 
published by one of us, Tripoli® in 1928. 
While only one specimen of feces\was ex- 
amined as a rule, we have proven to our 
entire satisfaction that with appropriate 
methods the greater majority of infections 
may be determined with a fair degree of 
accuracy in untreated patients. 


The two methods of search have coin- 
cided almost identically in the results ob- 
tained, so that we would like to empha- 
size a difference of opinion from both the 
published findings of Craig and St. John? 
who report 15.49 per cent of infections de- 
termined by cultures against only 8.45 per 
cent as found in smears, and of Thomas B. 
Magath’? who found almost twice as many 
stools infected by direct microscopy as he 
obtained from cultures in some 800 exam- 
inations. 


In our series of 544 examinations, 36, or 
7.44 per cent, were found to be infected 
with Endameba histolytica. 


Of these individuals there were three 
separate groups, as follows: 


Routine private patients, 130; 9 of whom 
were infected, or 6.92 per cent. 








226 


Medical students, 180; 15 of whom were 
infected, or 8.33 per cent. 


Patients in Charity Hospital, 234; 17 of 
whom were infected, or 7.22 per cent. 


Of the infected persons, 6, or 1 per cent, 
of the total, presented definite symptoms of 
dysentery with vegetative forms of the 
parasites present. Thirty-five, or 6.43 per 
cent, were cyst carriers, many of whom pre- 
sented evidences referable to the infection 
but who were free from active dysentery 
at the time of examination. 


From the close similarity of the rates of 
infection shown by these three groups of in- 
dividuals, it is apparent that this probably 
represents a fair index of the population of 
this locality as a whole. 


SUMMARY 
Seven and forty-four one-hundredths 
per cent of a series of 544 persons residing 
in Louisiana were found infected with En- 
dameba histolytica by a combined micro- 
scopic and cultural examination. 
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DISCUSSION 
Dr. S. K. Simon (New Orleans, La.): I should 
just like to arise a moment to say a word with 
regard to Dr. Johns’ work in this field. 


Those of us who have worked in the past with 
the problem of amebiasis can best appreciate 
the contributions Dr. Johns has been making in 
the last few years. He did not mention, except 
incidentally, the very record-breaking work he 
has done in regard to the cultivation of the en- 
dameba histolytica. Those of you who haven’t 
become familiar with that particular work, I 
would suggest, just as a matter of pure scientific 
interest if for nothing else, get in touch with Dr. 
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Johns and let him show you his beautiful cultures 
of the Endameba histolytica. 


The practical point of the culture of the en- 
dameba is that our diagnosis of this disease will 
be placed upon a very much clearer ground. 
In the past, we have found in some cases that 
the percentage of failure in finding the endameba 


either in the vegetative or encysted form, is so 
great that it would require at least five or six 
examinations to absolutely exclude the possibility 
of infection. 


With this method that Dr. Johns and others 
have devised of culturing the endameba, it will 
be a very simple, practical matter in the future 
in our laboratories to pick out each stool that is 
infected with Endameba histolytica, and those that 
are not. 


The figures Dr. Johns has worked out, I am 
sure have been worked out on the basis of cul- 
tures. That is the method of the future, not 
depending on the possible finding of Endameba 
histolytica infection of the stool. The use of the 
culture method, I think, will prove to be pretty 
nearly 100 per cent, whereas the other old-time 
method is certainly not in that class. 


I couldn’t resist the opportunity, since nobody 
else attempted to discuss this paper, to add my 
word of appreciation of Dr. Johns’ great work 
in this field. 


Dr. C. J. Tripoli (New Orleans, La.): I wish 
to call attention to the fact that Dr. Johns men- 
tioned, namely, that the incidence of amebiasis 
has not diminished with the advent of modern san- 
itary conditions and that the infection is trans- 
mitted principally by carriers of endameba his- 
tolytica. 


Here, in Louisiana, we have a requisite that 
all food handlers should have a medical certificate 
before they will be allowed to dispense various 
food products which are consumed by us; but no 
attempt as yet has been made to examine the 
stools of these individuals for intestinal parasites. 
The one in which we are most interested now is 
the Endameba histolytica. That is quite impor- 
tant. 


Kaplan, Williamson and Geiger of Chicago 
recently reported a small epidemic in one of the 
Chicago hotels where two patients had embic 
abscess, one almost terminating fatally. Another 
had an undetermined temperature, and symptoms 
which were finally diagnosed as due to a liver 
abscess, caused, probably, by endameba histoly- 
tica. There were also four or five cases of dysen- 
tery in this hotel. 
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It was apparent to the doctors in charge that 
there must be some carrier somewhere. Geiger, 
a noted epidemiologist, was called in and with 
the co-operation of the hotel managers an exam- 
ination of the stools of the kitchen help was 
made. Two of the girls down in the pantry were 
found to be carriers of cysts. One of the men 
who was handling the food before being received 
by the chef gave a history of dysentery quite a 
long time previously. An examination of his stool 
revealed numerous cysts, and they were all proven 
to be of the histolytica variety. 


The peculiar thing about this man was that he 
was from Louisiana, working in this hotel as one 
of the food handlers. The epidemic in this small 
hotel was traced to these three individuals work- 
ing down in the pantry. Treatment of these indi- 
viduals, with the treatment of other individuals 
infected with histolytica, resulted in the eradica- 
tion of the infection in that part of Chicago. 


In conclusion, I should like to make a plea, 
that our State Board of Health require not only 
a physical examination before giving a certificate 
for handling food but also a stool examination 
for intestinal parasites as well. 





THE EARLY DIAGNOSIS OF IN- 
TESTINAL OBSTRUCTION* 


D. L. HIRSCH, M. D., 
MOonrRog, LA. 


Because of its high death rate and rather 
frequent occurence, intestinal obstruction 
stands as a surgical problem that needs to 
be solved. Statistics as gathered from the 
literature vary in their estimate as to the 
death rate in this condition. In the Janu- 
ary issue of the Annuals of Surgery, 
quoted by Dr. C. Jeff Miller, in two hun- 
dred and forty cases as observed by him 
in the Charity Hospital and Touro Infirm- 
ary, the mortality rate was 60.9 per cent. 
In my own cases the rate has been 73 per 
cent. In the fact of these figures the rate 
of 39 to 45 per cent as given in the stand- 
ard text books can be discounted. My es- 
timate of the mortality rate would be about 
68 per cent. 


We are all aware that the earlier the 
diagnosis the lower the mortality rate, As 





*Read before the Louisiana State Medical So- 
ciety, New Orleans, April 9-11, 1929. 
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we are prone to criticize and condemn in 
these cases, when the diagnosis has been 
tardy and the patient has been given purg- 
atives; so should we stop and reflect, a 
very logical reason can be found for the 
misunderstanding. In looking over the 
literature we find sufficient infqrmation to 
serve as a nucleus for the arranging of 
this subject in a comprehensive manner. 


We need a classification that has a di- 
rect bearing upon the pathological changes, 
and secondly, an explanation of the symp- 
toms as they occur. With a few excep- 
tions, intestinal obstruction is an insidious 
disease, slow in its manifestations and 
deadly in its outcome. 


DEFINITION. 


I will endeavor to define and classify in 
their pathological sequences the conditions 
found in an acute progressive intestinal 
obstruction. Definition: Intestinal ob- 
struction may be defined as an impediment 
to the onward passage of intestinal con- 
tents produced from any cause whatsoever, 
either intrinsic or extrinsic. This condi- 
tion may be further divided into an acute 
or chronic, or complete and incomplete 
obstruction. 


CLASSIFICATIONS. 


Simple obstruction or constriction would 
include all cases of intestinal obstruction in 
which there is no interference with intes- 
tinal circulation. 


Strangulation indicates simple obstruc- 
tion in which there is interference with 
intestinal circulation. I do not use the 
term “thrombosis” as suggested by Hertz- 
ler because of the confusion that might 
exist in the description of the cases of 
thrombosis of the large mesenteric vessels. 


Ileus is used to designate an obstruction 
due to paralitic conditions of the bowel. 

Foreign bodies in which the obstruction 
is caused by foreign body in the intestinal 
canal. 


Thrombosis «f the 
vessels. 


large mesentary 
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The etiology is difficult in a paper of 
this kind, and as the time is very limited, 
I will only mention a few of the etiological 
causes. Bands of adhesions, stricture of 
the bowel, may follow ulcertation, tubercu- 
losis and syphilis. 


Foreign’ bodies, such as gall stone, 
intestinal concretion and parasites, are 
causes of obstruction. Intussusception and 
strangulated hernias are other causes. 
Obstruction due to ileus may be secondary 
to toxic conditions affecting the neuromus- 
cular apparatus, but are usually secondary 
to some surgical procedures. Embolism 
and thrombosis of the mesentary vessels 
may occasion an ileus of the affected por- 
tion and thus produce obstruction. Cancer 
and new growths as well as extrinsic tumor 
masses are a rather frequent cause of in- 
testinal obstruction. 


SYMTOMATOLOGY. 


Inasmuch as all cases of chronic 
obstruction may become suddenly acute, 
it will be well to consider primarily symp- 
toms of acute obstruction. The symp- 
toms begin very abruptly. Intense pain, 
colicky in character, is a chief symptom. As 
a rule the pain is very intense, reaching a 
maximum in a few seconds and gradually 
subsiding. At the same time, in most of 
these cases, visible peristaltic waves can be 
observed. To analyze these symptoms, the 
reason for the visible peristaltis and the in- 
termittent type of pain can be readily ex- 
plained. Most of these obstructions will 
allow the gases to pass through; as a peris- 
taltic wave brings the intestinal contents 
toward the obstruction it causes a balloon- 
ing of the gut which can be readily 
obsepved. The peristaltic wave can be fol- 
lowed to the obstruction. When it reaches 
this point the intensity of the pain reaches 
its maximum. As the gases pass through 
the obstruction the patient becomes re- 
lieved until the next wave, in which there 
is a recurrence of the above symptoms. 
Vomiting is always present and is soon 
feculent. During the interval the patient 
is comfortable, the temperature may be 
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normal, the pulse regular and normal, the 
patient having all the appearance of an 
old-fashioned belly ache. It is at this time 
the doctor is called. We find no rigidity, 
no distention and the patient does not seem 
acutely ill. The vomiting is readily ex- 
plained by an up-set stomach, and the pain, 
as a wind colic. 


Enemas used at this particular time have 
@ very important bearing upon the diag- 
nosis. Usually following the first enema a 
normal bowel evacuation takes place, but 
following repeated enemas the fluid usually 
returns clear without any discoloration or 
fecal particles. This properly interpreted 
is a very significant point in the diagnosis 
of intestinal obstruction. It is important 
to note that the abdomen is usually not 
sensitive to pressure in the cases of simple 
intestinal obstruction. 


As this condition progresses we have an 
interference with intestinal circulation, the 
condition changes from a simple obstruc- 
tion to one of a strangulation. Now lets 
see what happens, the vomiting becomes 
stercoracious, is incessant, the patient re- 
gurgitating mouthsfuls of fluid and a con- 
tinuous spit, spit, spit, which is so frequent 
in this condition. The abdomen becomes 
distended, rigid and painful to pressure. 
The pulse is accelerated, the skin is cold 
and clammy, the temperature is elevated 
and in the late cases may be as high as 
106° F. These patients are very toxic, 
this toxicity being due to the presence 
of a loop or a portion of dead gut. This 
has been proven by a recent experiment 
at Rochester. So as the condition pro- 
gresses we have all the appearances of an 
acute surgical abdomen and a very sick 
patient. 


A good many cases of obstruction begin, 
not as a simple obstruction, but as a 
strangulation such as a voloulus, stran- 
gulated hernia or an_ intussusception. 
Thesé@ cases are obviously diagnosed be- 
cause of the acute reaction of the abdomen, 
vomiting, pain, peristaltic waves, increased 
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pulse rate, elevated temperature, cold 
clammy skin and increased leucocyte count. 
There is no reason for mistake or error to 
be made in the diagnosis of these condi- 
tions. Diagnosed early a large percentage 
of these cases will recover. It is insidious, 
simple obstruction in which a diagnosis is 
tardy. -Strict attention as to detail and a 
reasonable idea of what is taking place in 
an abdomen will lead one to be. very sus- 
picious of an obstruction. 


ILEUS. 

These cases usually follow operation and 
are readily recognized, having all the 
symptoms of an acute strangulation with 
the exception of the pain. Also a more 
general distension of the abdomen and the 
symptoms of a general peritonitis. 


FOREIGN BODIES. 

With an unusual experience of eight 
cases of foreign bodies in the intestinal 
canal in which the diagnosis was made be- 
fore operation in three of them I might say 
this condition has a clinical picture which 
is as clear-cut as is the gall stone or renal 
colic. These symptoms begin the same as 
a simple obstruction, colicky pain, vomiting, 
periods of relief, etc. There is this differ- 
ence which I have observed in the cases 
of simple obstruction, the maximum point 
of pain is always in the same place,-but in 
the cases of foreign bodies in the intes- 
tinal canal the maximum point of pain is 
apt to be found in a different part of the 
abdomen on different examinations. I re- 
call one case that resembled very much a 
case of renal colic. The pain was relieved 
following hypodermic, no blood cells were 
found in the urine, the case was dismissed 
as one of uretral kink, a week later the 
pain returned located near the umbilious. 
Diagnosis of intestinal obstruction was 
made and the patient operated. Two large 
enteroliths were removed from the ileum. 
While upon the subject of foreign bodies I 
might say that cases observed by myself 
and confreres in which they have all been 
operated early, we have not had a single 
recovery. 
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THROMBOSIS OF THE MESSENTERIC VESSELS. 

Cases of this type reported, at no single 
instant has anyone stated whether the 
thrombus was in the vein or artery. These 
cases are usually taken suddenly with 
severe pain resembling cases of acute pan- 
creatitis or perforating gastric ulcers. The 
abdomen becomes extremely rigid, the 
pain is unbearable, leukocyte count is ex- 
tremely high, the diagnosis can only be 
made by exploratory incision. I do not 
know why this condition is included in the 
category of intestinal obstruction. I men- 
tion this because of the fact that in all 
standard text books it is placed in this 
category. 


CONCLUSIONS. 

Having gone into the subject very care- 
fully, we can readily see why the cases of 
simple obstruction are overlooked. I have 
observed these cases for as long as 
seventy-two hours without noticing any 
serious abdominal reaction. These cases 
are usually overlooked and are not diag- 
nosed until the abdomen becomes an acute 
surgical condition. As long as there is no 
interference with the circulation and the 
gut is healthy you would not expect the 
patient to be toxic because the toxic sub- 
stances in these conditions are caused 
by a portion of devitalized intestines. 
There is no reason to overlook the acute 
strangulations for as soon as the circulation 
is interfered with a localized peritonitis 
sets up and you have the reaction which 
causes the symptoms of an acute abdomen. 


If I have done no more than bring this 
subject to your attention and to cause a 
lively discussion, and in this manner have 
added my small portion to the lowering of 
the high mortality rate in this condition, 
then I shall consider my mission a success. 


DISCUSSION. 


Dr. J. Q. Graves: In no surgical condition is it 
more imperative that an early diagnosis be made 
than in acute intestinal obstruction, if conserva- 
tion of human life is to be expected, as the mor- 
tality rises rapidly hourly. 


The differential diagnosis between intestinal 
obstruction and other acute intra-abdominal con- 
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ditions is not always easily made, for in many 
instances we find no outstanding symptoms which 
would lead us to an early diagnosis. You may 
take for illustration two parallel cases of intra- 
abdominal conditions, in the old and in the young. 


In young children where intussusception follows 
an acute enteritis, or after taking a strong purga- 
tive, and in the intestinal obstruction of old people 
who have suffered for a number of years with 
obstinate chronic constipation, early symptoms 
which would be suggestive of obstruction are 
misleading because of the previous history, as well 
as the absence of many of the physical findings. 


The mortality will be high in the child because 
the acute enteritis has caused a depletion, while 
in the older people the low resistance incident to 
the age makes their condition also hazardous. It 
is important when acute intestinal obstruction is 
suspected that early and frequent blood counts 
should be made. You will find a steady climbing 
in both the total and differential, and in many 
instances there is an increase in the differential 
over the normal proportion of the total. Blood 
chemistry is exceedingly important and helpful in 
these cases. We find a definite lowering of the 
chlorides always present after a few hours 
duration. 


Dr. P. B. Salatich: For some time we have 
been using the roentgen-ray at Hotel Dieu in the 
diagnosis of obscure intestinal obstruction, not 
associated with some acute abdominal pathology 
as appendicitis or duodenal ulcer. Blood chem- 
istry gives us some information, but the roentgen- 
ray gives it more speedily and more clearly, and 
I hope that its use in this connection will soon 
become more general. 


Dr. J. A. Danna: This subject has had a large 
volume of material written upon it within the last 
five years, and most of it could be omitted if the 
title of the essayist’s paper were taken seriously, 
the early diagnosis of the condition. The ability 
to make the early diagnosis, however, is not as 
simple as it sounds. The surgeon does not get 
the patient early because the man who sees him 
first delays in making his diagnosis. He cannot 
make a positive one immediately. Those of you 
who know me know that I am inclined to be con- 
servative, that I am not the kind to enter a home, 
examine a patient, call the ambulance, and operate 
when he reaches the hospital. But I want to say 
a word of praise in favor of the men who do. 
That sort of surgeon never has any very sick 
patients, never loses any, from intestinal obstruc- 
tion. He will cure many a patient I will not be- 
cause I am inclined to wait for a more positive 
diagnosis, because I do not care to operate on 
suspicion. In this condition, however, I am apt 
to be entirely wrong. You cannot do very much 
harm by opening an abdomen that does not require 
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surgery and if you develop the habit of going in 
promptly, you will not have many deaths from 
intestinal obstruction. 


Dr. Alton Ochsner: I disagree with the use of 
the term ileus to imply that pain does not exist 
with it. It is derived from the Greek and it 
means originally a severe, colicky pain; for that 
reason it can be used in connection with any type 
of obstruction, mechanical as well as adynamic. 
As to diagnosis, that is the most important part 
of the treatment, and the only way to be certain 
of recognizing the condition is to bear it always 
in mind. Any individual complaining of a colicky 
abdominal pain is a potential case of ileus. Two 
diagnostic points are of value, one of which is 
auscultation of the abdomen. It reveals in the 
early stages of the disease a very noisy abdomen 
with whirring sounds, which are caused by the 
more or less ineffectual increase in peristalsis. 
Later, as the condition progresses from the orig- 
inal simple mechanical type, tinkling sounds are 
heard, due to the increase in the fluid content. 
Last of all we have the “ominously silent” abdo- 
men. Dr. Salatich’s point as to the value of 
roentgen-ray examination is well taken, and these 
slides which I exhibit will make it clear. In the 
first the patient hos been examined lying down, 
unfortunately the usual way these pictures are 
taken, and while we note gas in the intestinal 
tract, this’ can occur in simple constipation as 
well as in intestinal obstruction, and so it is not 
definitely diagnostic. But in the plate taken with 
the patient in the upright position, the definite 
fluid levels combined with the distribution of the 
gas are entirely pathognomonic of ileus. With a 
picture like this you may be sure you are dealing 
with intestinal obstruction. The information can 
be obtained early and it is very valuable. We 
have used the method repeatedly on our service 
at Charity and it has saved us many disasters. 


Dr. Urban Maes: This is a subject which can- 
not be passed over, which is worthy of being 
discussed in detail. I want to emphasize a point 
already made by Dr. Danna. Acute intestinal 
obstruction falls into three groups, the mechanical, 
of which the essayist has cited eight cases; the 
vascular, headed by patients with mesenteric 
thrombosis, and the perforative, which are rather 
typical and are illustrated by the perforation of a 
peptic ulcer. Practically none of these are the re- 
sult of what Deavel calls “virgin pathology.” 
Therefore, the important thing to do is to consider 
not only what has just happened but also what 
has gone before, and then to adopt Dr. Danna’s 
suggestion of immediate exploration. C. H. Mayo 
once said, and I think he got the thought from 
Dr. Finney, that no patient had ever died as the 
result of a properly performed exploration, though 
many patients had died for the want of it. If 
the condition is in the least suspicious of intes- 
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tinal obstruction, this is the one time in surgery 
when operation on suspicion is justified. Another 
thing to be remembered is that the surgeon of 
experience never attempts too much. It is not his 
aim to finish the job. He is satisfied to relieve 
the immediate condition and to leave the fine 
points of the procedure for some subsequent time. 
The relief of intestinal obstruction is not the place 
for the brilliant surgeon to demonstrate his 
technique. The thing to do is to find the path- 
ology, relieve the obstruction, and then treat the 
patient. As has been pointed out, after opera- 
tion is the time to resort to accessory measures, 
to employ blood chemistry, ete. I want in this 
connection to pay my respects to Dr. Ochsner, who 
has devised a method of overcoming paralysis of 
the bowel, which, while still in the experimental 
stage, will undoubtedly become a very valuable 
adjunct a little later. ‘These patients, as you 
know, die from toxemia, which is caused by toxins 
produced within the lumen of the bowels. We have 
learned very largely to disregard the peritoneal 
reaction. I have demonstrated to my own satis- 
faction and to that of my staff that a peritoneal 
cavity full of pus does not necessarily mean death 
if we take proper care of the pathology behind the 
purulent peritonitis; in that case, the patient will 
get well, even without drainage of the cavity. 
The roentgen-ray is a valuable method of diag- 
nosis when the bowel is still active, but it is 
naturally of no help when the bowel is dead. 


Dr. D. I. Hirsch (closing): I am glad that my 
attention was called to the use of the roentgen-ray 
as a diagnostic aid in intestinal obstruction. Dr. 
Case has pointed out its value in this connection, 
and I simply neglected to mention it. I do not think 
the laboratory is of very much help in the early 
diagnosis, either in regard to blood counts or to 
blood chemistry. The typical cases are those seen 
early, with severe, intermittent pain, such as a 
child would have who had swallowed too large a 
bolus of green apple. That is the typical picture 
of obstruction, but the apple is gotten rid of more 
simply than the true obstruction. When a sur- 
geon sees a patient complaining of colicky pain in 
the abdomen, he will not make a mistake if he 
operates if the pain persists for 24 hours, even 
if the abdomen is soft and the temperature not 
elevated. I too, pay my respects to Dr. Ochsner’s 
use of splanchnic anesthesia in cases of ileus. 
Dr. Graves has used it several times and I have 


used spinal in one or two cases with very fair 
results. 
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EARLY SYMPTOMS AND TREAT- 
MENT OF CRETINISM.* 


G. Y. GILLESPIE, Jr., M. D., 


GREENWOOD, MIss. 


It is my pleasure to have been asked to 
present to you a consideration of the early 
symptoms and treatment of cretinism. 
Obviously the problem is an exceedingly 
difficult one, for it is impossible to visualize 
completely from without the complicated 
glandular mechanism that governs and con- 
trols body metabolism. It has been said 
that “‘Life is the expression of continuous 
cellular activity, but in addition to those 
basic processes of the metabolic change 
which represent living, there are certain 
other activities which are special to the 
years.” The most dominant and outstand- 
ing features of the first years of life are 
growth and development. 


ETIOLOGY. 


Cretinism represent a symptom complex 
marked by arrested or abnormal physical 
and mental development. It depends upon 
the absence of thyroid secretion, in whole 
or in part, and the various degrees of the 
cretinoid state hinge upon the thyroid 
function. According to the generally used 
classification it is divided into two varie- 
ties: endemic, which is more common to 
certain mountainous regions, especially the 
Alps and Himalayas, and sporadic, which 
occurs in any and all parts of the world. 
This classification, based on external fac- 
tors, as geographic distribution, is theoreti- 
cally not scientific, but there is justification 
for a limited use of this particular division 
in that the sporadic variety usually pre- 
sents the clinical picture which might be 
expected from simple loss or diminution of 
thyroid secretion in the individual himself, 
whereas, the endemic form appears to be 
due to a multiplicity of factors, is asso- 
ciated with general degenerative processes, 
with greater variety of symptoms and less 
adherence to type. It is only in the spora- 





*Read before the Section on Medicine, at the 
Sixty-second Annual Session of the Mississippi 
State Medical Association, Gulfport, May 14, 1929. 
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dic cases that we can expect to get definite 
beneficial results through treatment of the 
individual, consequently the discussion will 
be confined to this variety. 


Most cases of sporadic cretinism may be 
considered congenital. A state of irrita- 
bility or instability of the thyroid gland in 
the mother may be transmitted to her chil- 
dren and may assume the form either of 
abnormal increase or diminution of thyroid 
activity. Myxoedema may develop in a 
mother during pregnancy and present only 
the mildest symptoms, but produce definite 
hypo-thyroid syndromes in her offsprings. 


Sajou states: “The most important 
hereditary causes which entail defective 
development, morphological and secretory, 
are syphilis, alcoholism and gouty dia- 
thesis. Even far back in the parental 
lines on either side these transmit their 
influence through the intermediary of the 
ductless glands, especially the thyroid, 
adrenals and pituitary, which jointly, from 
proven studies in endocrinology, carry on 
oxidation and metabolism and thus consti- 
tute so to speak the tripod of the vital 
process.” 


The acquired form of sporadic cretinism 
is due to thyroid deficiency usually arising 
from acute illness from some infectious 
disease. These cases may have presented 
perfectly normal development with no hypo- 
thyroid symptoms until the illness. 


In the division of sporadic cretinism into 
congential and acquired forms, there has 
been sufficient evidence produced to enable 
us to distinguish between those cases in 
which the thyroid is functionless at birth 
and those in which the function is lost at 
a later period. 


SYMPTOMS. 


In regard to symptoms of sporadic cre- 
tinism or hypo-function of the thyroid 
gland in infants and children, I would like 
to call your attention to three common 
misapprehensions. First, that it presents 
strange, rare or peculiar syndromes. 
Second, that when it is present the victim 
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is marked by some unusual and striking 
physical peculiarity. And finally, that 
after a diagnosis is made nothing of defin- 
ite gain can be accomplished. In regard 
to these misapprehensions, consider early 
symptoms of hypo-thyroidism in the new- 
born. The first point of inquiry in the 
suspected infant should be the size and 
weight at birth. Every baby over ten 
pounds in weight or of an unusual size at 
birth is out of the range of normal and 
should be suspected of having been influ- 
enced by pre-natal deficiency of the thyroid 
gland. Instead of the fourteen-pound baby 
being the pride and joy of the obstetrician 
and the father, Englebach states it should 
be one in which thyroid treatment should 
be given from the first few weeks of life, 
and thereby probably help to prevent many 
of the early so-called gastro-intestinal 
upsets and the peculiar nocturnal insomnia 
to which these infants are subject. Engle- 
bach in his studies has found that the 
normal infant at birth has the osseous 
nuclei of the distal epiphysis of the femur, 
the proximal epiphysis of the tibia and two 
tarsal bones, astragulus and calcaneus, a 
third tarsal center, the cuboid, is sometimes 
present at birth. If radiograms were to be 
taken of all infants who present physical 
signs of the maldevelopment, a delayed 
appearance of these or the additional 
nuclei which develop during the first year, 
could be detected and perhaps many of the 
cretins or thyroid deficiencies could be 
diagnosed. Another suspicious abnormality 
which should attract the attention of the 
general practitioner or obstetrician is de- 
layed healing of the cord or infection of 
the navel. Englebach cites a case of a 
fourteen-year old cretin child whose navel 
had never healed, after all kinds of treat- 
ment, but after two weeks of thyroid treat- 
ment it was entirely well. Other abnormal 
happenings in the chronological develop- 
ment of a hypo-thyroid child is retarded 
appearance of teeth. If there is no erup- 
tion of teeth by the sixth month, thyroid 
insufficiency should be suspected. Other 
early symptoms in the life of the baby in- 
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dicating insufficiency of the thyroid gland 
are retarded growth of the skeletal system, 
low or backward mental development and 
late walking and talking. 


Now these are not rare, strange or 
peculiar syndromes, they may not mark 
the individual by unusual or striking 
physical characteristics, but yet they are 
definite evidences of disturbance in growth 
and development, not uncommonly seen in 
everyday practice, and it is quite within 
the realm of therapeutic possibility to 
largely correct them and perhaps prevent 
the development of a classical text book pic- 
ture of cretinism. 


Later in the development of a hypo- 
thyroid child the appearance is charac- 
teristic of cretinism with striking and 
peculiar syndromes. They grow short in 
stature. with short stubby hands, fingers 
and toes. The skull varies from the nor- 
mal and appears proportionately large. 
The fontanel remains open, the hair is dry 
and coarse, the face is broad, nose wide 
and flat, the lips are thick, mouth held 
open and tongue protrudes. The skin is 
dry, subject to eczematous eruptions, the 
tissues have a doughy oedematous appear- 
ance and feel boggy to the touch but do 
not pit. The abdomen is large and there 
is almost invariably an umbilical hernia. 
The child is passive, presents a vacant 
stupid expression, is mentally dull and 
shows very little interest in his surround- 
ings. These group of symptoms may be 
manifested in varying degree from scarcely 
detectable in the early stages, to the most 
exaggerated type in advanced cases. 


DIAGNOSIS. 

It must be emphasized that the diagnosis 
of sporadic cretinism in infants is usually 
deducible from the physical signs during 
the first few months of life. Helpful hints 
in the diagnosis are very often to be ob- 
tained from a close study of the parents or 
the family history, such as elicitation of a 
hereditary endocrinologic strain, and blood 
test of the parents for possible leutic in; 
fection. Pre-natal estimation of develop- 
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ment of embryonal life from an endocrine 
standpoint is possible through observation 
of the gravid woman. In instances in 
which there is evidence of hypo-thyroidism, 
with low basal metabolism during preg- 
nancy, we are told there is very likely to be 
characteristic an overweight of the fetus 
and the infant will show a delayed appear- 
ance of the osseous nuclei, demonstrated 
radiographically, and later retarded physi- 
cal and mental development. 


TREATMENT. 

It is known fact the thyroid secretion 
is absolutely necessary to normal physical 
and mental development and to the normal 
exercise of mental and physical functions 
throughout life. Sporadic cretinism is due 
to the absence of thyroid secretion, in whole 
or in part. Consequently the proper appli- 
cation of thyroid therapy, theoretically, 
should accomplish spectacular results. In 
regard to the efficacy of administration of 
thyroid gland in cases where it is indicated, 
we have no better authority than to quote 
Sir William Osler, who after some years use 
of this form of organotherapy, wrote: “Not 
the magic wand of Prospero or the brave 
kiss of the daughter of Hippocrates ever 
effected such a change.” 


Several active substances have been iso- 
lated from the thyroid gland all having 
physiological action, but as yet we are 
unable to say any one of these substances 
or any mixture of them is equal to proper- 
ties of the whole dried gland. Consequently 
use of whole dried gland is empirically the 
surest procedure. 


It is of special importance to note that 
different patients show varying suscepti- 
bility to the toxic effects of the thyroid 
gland. Experience has shown that we are 
very much more likely to overdose a cre- 
tinous than a non-cretinous child. This 
suggests than in apparently simple cases of 
endocrine deficiency with dominant thyroid 
syndromes there is a complicated glandular 
mechanism involved. 
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In the treatment of these cases it seems 
to be necessary to reach physiological 
limits to obtain most beneficial results. A 
very small beginning, one-fourth of a grain 
daily, with regular weekly increase of 
dosage and careful inspection will make 
for safety and at the same time ensure 
adequate dosage. Some cases where the 
margin between the therapeutic and the 
toxic dose is small will prove very trouble- 
some to treat. The outstanding symptoms 
of an overdose or toxic dose of the gland 
are restlessness, fretting, sweating, insom- 
nia, vomiting, diarrhea, tachycardia, loss of 
weight and exhaustion. It is not difficult 
to detect these toxic symptoms rather early 
if frequent observation is made and a 
weekly record kept. When once the toxic 
symptoms are manifested, susceptibility 
seems to be heightened and it is not enough 
to reduce the dose slightly, but it must be 
reduced by a considerable amount or per- 
haps altogether stopped for a period. The 
length of time for continuing the treat- 
ment varies according to end results 
accomplished. It is definite established 
fact that after a period of time the thyroid 
gland of some individuals is able to pick 
up and carry on without help, while others 
have to continue the therapy throughout 
the life cycle. 


CONCLUSION. 

The line of distinction between sporadic 
cretinism and infantile myxedema is an 
artificial one, for who can tell where the 
latter ends and the former begins. The 
terms signify degree rather than difference 
of the endocrine-biochemical disturbance. 


Sporadic cretinism represents a symp- 
tom complex marked by arrested or abornal 
or physical and mental development. The 
various degrees of the cretinoid state de- 
pends upon the function of the thyroid 
gland. 


Careful observation and study will reveal 
that early symptoms of abnormal growth 
and development can be detected in many 
suspicious infants, suggesting hypo-func- 
tion of the thyroid. gland. 
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Thyroid treatment if administered early 
and during the first year of life and con- 


tinued in proper dosage for a prolonged 
period accomplishes spectacular results in 
a certain number of cases. If not insti- 
tuted early, more or less maldevelopment, 
physical and mental, will result that be- 
comes less amenable to corrective therapy 
as the child grows older. 


DISCUSSION. 


Dr. J. W. Lipscomb (Columbus): This paper 
is of peculiar interest to me because of the fact 
that for some twenty-five years I have had 
among my clientele a cretin, now sixty-three 
years old. It has been my privilege to observe 
the effect of that life upon the family, his anomaly 
in an otherwise normal family, and the desire 
and the trouble and the liability incident to that 
life in the household. 


I think we have great cause to pay attention 
to Dr. Gillespie’s paper. Of course, knowing that 
I had to talk on this paper I looked it up to some 
extent. While we have not many of these cases 
(if we have, we overlook them until it is too late), 
I should like to say that I think the title of his 
paper comprises the key thought to the whole sub- 
ject of cretinism, that is the early diagnosis and 
the early treatment of this disease. 


We are told that if we are careful in our 
observation of the children who come under our 
jurisdiction that we can discover these symptoms 
as early as the third month, and that, relatively 
speaking, every month which passes after that in 
which the treatment is delayed you have a 
relatively poor result or end result in your treat- 
ment of cretinism by thyroid extract. 


I think, then, in this day of conservation and 
reclamation, that it is entirely within the order 
of this Association to pay strict attention to the 
conservation and reclamation of human life in all 
forms and under all conditions. I, therefore, be- 
lieve that we will do ourselves, and certainly our 
clientele, a great injustice if we pass over a 
subject, with such marked and horrible after 
effects, carelessly or negligently. 


Another thing is, we are all reaching out for 
vaccine and for serums, for specific, if you please, 
and this is one of the diseases in which we have 
a specific and in which, as the doctor says, the 
results are spectacular and redound to the ability 
and to the standing of the physician in charge 
of this sort of case. 


The doctor did not add (I know he merely over- 
looked it) that there is sometimes a necessity for 
using other things besides the thyroid; sometimes 
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there is the arsenic and sometimes the cod-liver 
oil. These things, in addition to the diet, go a 
long way toward re-establishing the action of the 
thyroid gland in these young children. 


I believe if we would give our attention to 
these matters and be on the alert to discover 
these abnormalities in the new-born or in the 
young life of the child that we would convey to 
the child a great boon and we would certainly 
convey a great relief to the family, to our com- 
munity and to our state, conserve and reclaim 
the manpower, and, incidentally, make for our- 
selves some little reputation. 


Dr. H. L. McKinnon (Hattiesburg): I am 
sorry you unfortunately elected me on a commit- 
tee this morning which kept me out, so I missed 
the paper entirely and just came in a minute ago 
so I do not think I should attempt to discuss this 
question or the paper, not having had the priv- 
ilege of seeing the paper or hearing it read and 
only hearing the latter end of it discussed. 


However, in hypothyroidism we find a condition 
confronting us occasionally that is important. I 
have seen very few cases; only three that I re- 
call. Evidently the point of interest or of im- 
portance in cretinism is being able to make an 
early diagnosis. The three cases that I have 
treated have been those cases which I delivered 
myself and recognized early. Two of them died 
with acute respiratory infections within the first 
few months, and the third one is still living and 
doing very well on thyroid treatment. 


The recognition of these patients should be done 
early and that behooves us to inspect our babies 
and to watch them for the first few weeks and 
first few months of their lives. Unfortunately, 
the average doctor who does obstetrics usually 
delivers a case, perhaps drops by in a day or 
two, and dismisses the case. That is an unfor- 
tunate condition. It has been and will be an 
unfortunate condition for the country and for the 
people until our obstetrical practitioners get the 
idea that they can educate the people and antici- 
pate and catch a bunch of things that they are 
overlooking and allowing to go unattended. 


Personally I don’t think any man ought to do 
obstetrics who hasn’t interest enough in the case 
to keep in touch with it, and closely in touch with 
it, until the baby and the mother are well back 
into good health; in other words, six to eight 
weeks after the delivery, because no mother is 
well under six weeks after parturition. 


If you are going to deliver this case, leaving the 
mother and the baby to do the best they can, how 
do you expect to catch these discrepancies from 
normalcy in the offspring? By this close contact 
with your practice, there is no excuse for you to 
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overlook hypothyroidism, because if it is a case of 
any consequence you will certainly catch it within 
the first few weeks, or certainly within the first 
few months, and that is the time to treat these 


children. The treatment of cretinism isn’t alone 


in the administration of thyroid, but it is in the 
proper administration of thyroid together with 


the hygienic and dietetic treatment. Perhaps the 
hygiene of the average case of that kind counts 
for about as much as anything else. 


My experience has been that we get those cases 
usually in people who are not very well able to 
carry out the proper hygiene; in other words, they 
are people who are not educated sufficiently to 
know the necessity for hygiene. A great many of 
these children, or at least some of them, are not 
able to be breast-fed, so then it becomes your duty 
to advisé a feeding that will take the place as 
nearly as possible of the mother’s milk. 


As to the administration of thyroid extract, that 
in itself should receive very close attention, be- 
cause these children don’t uniformly take the same 
dose of thyroid. You can start out one on a half 
grain twice a day and produce a poisoning. You 
may have to cut that dose to a third, twice a day. 
On the next case you get you may be able to give 
the child a half grain three times a day and a 
little later four times a day, but you must watch 
for thyroid poisoning. That necessitates your 
seeing that child every day or every other day at 
least until you have learned the proper dosage 
for the child. 


I had one case five months ago in which I was 
giving a half grain three times a day and pro- 
duced typical toxic symptoms. The child had 
been going along very nicely on a half grain twice 
a day. 


I might add that in my experience, in the few 
cases that I have had the dose has usually aver- 
aged about one grain a day up to five months. 
After that time, I perhaps add a third of a grain 
in the middle of the day, or even a half grain in 
the middle of the day. Every time you make an 
addition to the amount of thyroid you are giving, 
be sure to keep in touch with that child closely 
until you see whether or not you are going to 
produce a drug effect. 


As long as the child is thriving, getting along 
pretty well on small dosage, be satisfied. Don’t 
think that you can push the child by increasing 
the dosage, because you will only cause trouble 
or delay in your treatment. If you produce a 
toxic effect of the thyroid, then certainly you 
must do without the drug for a few days and 
start back on small dosage and ascend again to 
where you had the child at first where it was 
getting along well. 
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The first symptom we get from too large a dose 
of thyroid extract, I think, is the languidness 
whereby the child goes off into a stupor almost 
as if it were anesthetized. Then there is the cold 
clammy effect of the skin and then nausea. In 
one case I had, the nausea came first, but usually 
these other symptoms precede the nausea. At 
that time the treatment should be stopped im- 
mediately and the patient should be allowed to go 
forty-eight hours without treatment. Then you 
can start with small dosage again and get back 
up to the dose where you have the child improv- 
ing, and be satisfied with that. 


Dr. N. C. Womack (Jackson): This is a very 
important paper, I think. This classification of 
this function of the thyroid is usually made by a 
doctor as cretinism, which indicates an entire dis- 
function of the gland, and so-called juvenile 
myxedema in which there is a partial disfunc- 
tion of the gland. Usually the cretin is born 
cretin. He can be an artificial cretin. It can 
come as the result of disease, which is apparently 
a total disfunction of the gland after birth as 
the result of some undercurrent disease. 


I want to speak to you particularly about 
juvenile myxedema. It has been stated that it is 
a rare condition and thought to be a rare con- 
dition, whereas it is a common condition. Of 
course we understand that normal metabolism is 
controlled by the internal secreting glands as 
designated from one to plus ten; or plus five, we 
speak of as normal metabolism and a normal 
operating thyroid gland. Where will you pick up 
the juvenile myxedema? It is usually a little fel- 
low who is probably hard to control. He is prob- 
ably a few pounds overweight. He learns things 
slowly. Our usual conception of it is that he is an 
overweight baby with probably a large thymus 
gland. 


Where there is a marked disfunction, it is easy 
to diagnose. We suspect it immediately when we 
see him. The mother will bring him in, he will 
start to run out the door, she will grab him and 
bring him back but he won’t listen. There is no 
use to punish him. Oftentimes he has an enlarged 
thymus gland and they always have a disfunction 
of the thyroid. 


I have a number of cases, of which I have 
photographs, over a period of years and they are 
still under treatment. 


This is not only true of overweight children, 
but I have seen wizened, underweight children 
who were cretins. Of course you have to give 
them iodin in some form. You have to diet them. 
They have relaxed tissue, umbilical hernias, will 
not grow, will not assimilate, they can not take 
food. 
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I want to impress this on your minds: When 
you are treating a little, wizened baby, do not say 
because he is not fat that he is not a juvenile 


myxedema, because he is. He has a thyroid dis- 


function to my notion. 


There is a great class of children coming into 
your office every day and they are growing up into 
manhood and womanhood. We meet them in the 
hotel lobbies and they come into the office. You 
people who practice have adult myxedema cases 
coming into your offices. You look at them and 
immediately you see the facial expression. They 
get along poorly in school. It is hard for them to 
learn. It is hard for them to mind.. 


The question of thyroid: It seems that is one 
disease in which the treatment would be easy to 
know. Of course you can’t designate a certain 
dosage, for an infant, of thyroid. You should 
begin with a small dose. I was in Dr. Joslyn’s 
clinic three weeks ago and they made the state- 
ment that they were giving adult myxedemas (and 
by the way, they were talking about us fellows 
who were just as smart as anybody else in the 
world, who weighed over two hundred pounds 
but who carried our weight all right in front of us 
and functioned one hundred per cent) thyroid, 
beginning with very small doses, but some of 
them receiving as high as sixty grains a day 
without any trouble. That is all right, but you 
have to be careful how you bring them up. Many 
a fellow or woman who has a backache and suf- 
fers from malaise and feels badly all the time and 
is overweight would feel better if given thyroid. 


Outside of that, I want to go back to what the 
St. Louis man said about a baby weighing ten 
pounds. He is wrong about that. If the mother 
had a low metabolic rate before the baby came, 
it might be true, but from a normal parent, it will 
not develop juvenile myxedema. I usually see 
them from two to six months after, because they 
inherit the element of the thyroid gland from the 
mother’s blood and it takes two, three or four 
months, or maybe longer to develop. I don’t be- 
lieve that a ten-months’ old baby that is quick and 
bright, sleeps well and eats well, and coming 
from a good, well muscled people is a myxedema. 
I used to act on it, but I do not believe in it any 
more. 


Give the measly, inert baby that will not eat, 
thyroid and build him up. When a child is un- 
controllable, overweight, thick lipped and heavy 
eyed and won’t mind anyone, put him on thyroid 
and you will make a Christian out of him. 


Dr. R. A. Strong (Pass Christian): I do not 
know of any condition that can be traced back 
into remote antiquity more than cretinism and 
similar endocrine disfunctions. I am absolutely 
convinced that most of the characters in Victor 
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Hugo’s “Les Miserables” were cretins or perhaps 
mongols or some sort of endocrine upsets. 


As Dr. Gillespie has very properly pointed out 
to you, the cases in which we are more particular- 
ly interested are the sporadic cases, those that 
slip up on us, as it were. 


I have recently been in the section of the country 
where the Cumberland Valley joins the Shenan- 
doah, and in that particular section I suppose you 
could stand on the street corners and pick out 
the cases of hypothyroidism as they go by. Among 
those women, that is in the goiter belt, you will 
find the birth of cretins a rather common thing 
as compared to other sections of the country, 
which corroborates Dr. Gillespie’s statement that 
you most frequently see these in mothers who 
have a hyperthyroid condition or a hypothyroid. 
It can come quite as often in hyperthyroid 
mothers as in hypothyroid. There is one thing 
certain. In regard to the dosage of thyroid that 
Dr. McKinnon brought out, I think that is a point 
well taken. We can cause a great deal of trouble, 
just as much trouble, with the administration of 
endocrine extracts as we can cause good. Of 
course the dosage will depend exactly on the de- 
gree of environment of the thyroid child, a thing 
that you have to work out just as Dr. McKinnon 
has mentioned. 


I think Dr. Gillespie, of course, is well aware of 
that but probably did not have an opportunity to 
go into detail. 


He mentioned in his paper that it is entirely 
possible, after a period of years of administering 
thyroid extract, to have a regeneration of the 
function of the thyroid gland so that you can 
taper off. I think those who have used insulin 
extensively, Dr. Rembert and several others, will 
corroborate the statement that it is entirely pos- 
sible and a matter of common knowledge that the 
functions of the Islands of Langerhans in the pan- 
creas are capable of showing some activity after 
the administration of insulin over a period. 


I think we are indebted to Dr. Gillespie for a 
very good paper and I hope you will carry the 
message with you. Watch out for the sporadic 
cases. They can be diagnosed. This coast coun- 
try is the place where we are most likely to en- 
counter those cases when we are least expecting 
them, even though we have plenty of iodin in the 
air, in the crabs and in the water. I have seen 
cases time and time again in New Orleans, as 
many as three in one hospital ward. Just watch 
out for the cases that you slip up on. 


Dr. McKinnon mentioned obstetrics. I think 
the obstetrician should realize that the baby has 
a little more privilege than the placenta and 
should be turned over to a man who will look after 
him, like Dr. Womack or Dr. Gillespie, and look 
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after these conditions if the obstetrician does not 
want to. In that case I think the baby is going 
to get a better deal. Treat the baby better. 


President Frizell: The Chair has refrained 
from entering into the discussion, but I should like 
the essayist to answer this question in the re- 
joinder: Did you always notice that these chil- 
dren are nearly always almond-eyed, chink-eyed? 
That is one of the earliest symptoms of cretinism, 
as much so as the long lip and tongue. 


Dr. G. Y. Gillespie (Greenwood) (closing): I 
wish to express my appreciation to the gentlemen 
for their beneficial discussion and addition to the 
subject. As I said in the beginning, we have a 
very difficult problem with which to deal. I tried 
to brng it to you there was one special point I 
wanted to bring out and that is there is not a dis- 
tinction between cretinism and infantle myxedema 
or juvenle myxedema as you want to call it. They 
are terms that signify degree rather than differ- 
ence. They are the same thing. 


Sporadic cretinism is due to a definite disturb- 
ance of the thyroid gland. Infantile myxedema or 
juvenile myvedema is due to a definite disturbance 
of the thyroid gland. 


I tried to bring out as briefly as possible 
something doncerning the treatment, being 
very careful of course to start with minute doses, 
weekly observations of your patient with accurate 
records kept. If you do that, you can detect the 
first toxic symptoms that begin to manifest them- 
selves in this hypothyroid child. 


I believe, as Engelbach, that cretinism or 
hypofunction of the thyroid gland can be diag- 
nosed in the new-born infant by the signs and 
symptoms that occur in the first few weeks 
of life. There certainly isn’t any question 
of doubt about it that if you study your baby 
that you are having difficulty in feeding and that 
the mother has to pick up three or four times a 
night because of intestinal disturbances and you 
have that baby on a definitely balanced diet that 
you know ought to agree with it and you can’t 
find any other thing wrong with it and think of 
an endocrin disturbance in that child and look 
towards that end, the chances are that minute 
doses of thyroid gland will work a miracle in the 
case. I have seen it. 


In regard to the early symptoms that are 
present, I should like to say that the slant-eye is 
a symptom of Mongolian idiocy and not cretinism 
in itself which is a different and definite distinc- 
tion of the two. 

I want to say again that I certainly appreciate 
what has been said and the additions that have 
been made to my paper, and I feel that I have 
been greatly benefited by coming here and getting 
the opinions of these good men on this very im- 
portant subject. 
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THE TOXIC GOITRE.* 
CARROLL W. ALLEN, M. D., 
NEW ORLEANS. 


In the last twenty-five years much has 
been learned about the physiological action 
and pathological changes of the thyroid 
gland, but much remains yet to be learned. 
We however know practically nothing re- 
garding the etiology of its diseases and 


until we do no rational plan of therapy can 
be formulated. 


In the past few years the vegitative ner- 
vous system and the ductless glands have 
been the subject of renewed and intensive 
study, we have learned that there is an in- 
teraction between these harmone forming 
organs, and that the secretion from one 
gland either excites or depresses the action 
of another, but whether this is brought 
about solely by the harmone contact, or 
through the intervention of the sympa- 
thetic nervous system is still shrouded in 
doubt. 


We do know that excitement, emotions, 
toxic and septic substances and acute ill- 
ness play an exciting cause in the produc- 
tion of hyperthyroidism. Mild cases often 
get well spontaneously or with appropriate 
hygenic and dietetic measures, and no mild 
case should ever be operated until after the 
failure of therapeutic measures. A mod- 
erate enlargement of the thyroid often 
with mild symptoms of hyperthyroidism 
is frequently seen in young woman just 
after puberty. These cases almost inva- 
riably clear up under a medical regime. 
These mild cases usually have a gradual or 
insiduous onset, often the enlargement of 
the gland is the only symptom noticed. 


In severe cases the onset is usually acute 
and the patient can often tell you within a 
few weeks the date of onset. As a rule the 
more definite the patient is regarding the 
date of onset the more acute and violent is 
the course of the disease. In the fulminat- 





*Read before: the Louisiana State Medical 
Society, New Orleans, April 9-11, 1929. 
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ing type the patient may live but a few 
weeks. Anders reports a case that lived 
but three days. 


In the acute case there is a rapid pulse, 
heart murmurs, temperature, muscular 
weakening, exophthalmus, great excita- 
bility, delirium, or even mania, vomiting, 
purging, albuminura and hemorrhages are 
common, with emaciation. 


The acute fulminating case usually runs 
2 comparatively short fatal course in spite 
of all that can be done. The treatment of 
these cases is strictly medical and should 
consist of ice bags to neck and heart, 
hydrctherapy for temperature, and seda- 
tives with a non-stimulating diet, princi- 
pally carbohydrates and milk which should 
be given freely with an abundance of 
water. The moderately severe case grad- 
ually yields to the above treatment and can 
be tided over to a quiescent period when 
all symptoms abate, which interval should 
be taken advantage of for surgical inter- 
vention, before another period of excite- 
ment develops. A long continuance of this 
toxic course or its continual recurrence 
during the periods of exacerbation leads to 
fatty degeneration of the vital organs and 
this may lead to death from secondary 
causes. I have, however, repeatedly noted 
the marked improvement and apparent re- 
generation that has taken place in advanced 
cases of long standing who have been suc- 
cessfully operated. 


We have in the study of the metabolic 
rate a guide or index to the severity of 
the intoxication, which often serves as a 
means of determining our plan of treat- 
ment. If the rate is plus 50 or over the 
degree of toxicity is high and these cases 
should be handled very cautiously and no 
surgery hastily resorted to, but the patient 
put on a medical regime. Further tests 
should be made in a week or ten days, if 
the rate is increasingly, surgery becomes 
particularly dangerous as any trauma may 
lead to a violent fulminating outbreak with 
hyperpyrexia, delirium, rapid heart and un- 
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controlable excitement which may prove 
rapidly fatal. 


If the metabolic rate is falling, a fur- 
ther delay is advisable until a stage of 
quiescence is reached where the rate is 
fairly constant. Certain chronic cases run 
a high rate over a long period of time and 
in these cases undue delay may prove dan- 
gerous in exposing the vital organs to 
serious organic change and possible com- 
plications. It is in these cases that the 
various adjuvants to surgery find a field of 
usefulness; notable among these agents are 
the roentgen-ray and radium. 


For my own part I have not noticed much 
difference in the results from the two agents 
although the roentgen-ray seems to be 
somewhat preferred. If, however, the re- 
sults can be stated as being equal, radium 
is to be preferred as it can be applied with 
less disturbance to the patient or even 
without their knowledge. 


In the so-called borderline case where we 
are waiting for a favorable surgical oppor- 
tunity, the use of boiling water often finds 
a field of usefulness and I have used it in 
selected cases with notable benefit. It 
should, however, rarely if ever be used 
without exposing the gland and making 
sure that no damage is done to other 
tissues. The technic of its use is the same 
as when used for other conditions. These 
and other methods are simply adjuvants to 
surgery and practically every case of severe 
exopthalmic goitre must seek relief through 
surgery, if relief is to be obtained. What 
may prove a dangerous risk during the 
period of exacerbation may during a remis- 
sion be safely operated. 


Iodine, usually in the form of Lugol’s 
solution, is often of great benefit when cor- 
rectly used in 5, 10, or 20 drop doses, three 
times daily for ten days or two weeks prior 
to operation. 


It should rarely be used continuously as 
its benefits are usually noticed early in its 
use when advantage should be taken of this 
opportunity to operate at once. Most 
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cases coming to the surgeon have already 
had iodine often for long periods, and in 
these cases no benefit will be derived from 
its further use. The indiscriminate use of 
iodine may be productive of much harm, 
particularly when used in old adenomatous 
goiters where it often excites the develop- 
ment of a toxic state. 


Surgery of the thyroid owes its beginning 
largely to the work of Theodore Kocher. 
The results of his early efforts, about 40 
per cent mortality, would have discouraged 
the ordinary surgeon, but Kocher was not 
of the ordinary type. 


As a result of his efforts and those who 
followed him we have learned much re- 
garding the treatment and surgery of the 
thyroid, but much still remains to be 
learned, and the knowledge which we 
already have more widely disseminated. 


As the result of the progress of recent 
years, I believe that I can safely make the 
statement without fear of contradiction 
that in the hands of the experienced sur- 
geon the mortality rate in the operative 
cure of exopthalmic goitre will compare 
favorably with that of the acute appendix. 


The post-operative care of the thyroid 
patient is of great importance, and often 
neglected, materially effecting the ultimate 
end results. Prolonged rest, mental and 
physical, the avoidance of all emotional ex- 
citement and a suitable non-stimulating 
diet are all essential in the proper handling 
of the patient. 


The operative handling of the severe 
toxic case is of great importance and all 
fear on the part of the patient should be 
carefully avoided. Fear is a great stimu- 
lant to the toxic secretion of the gland and 
when the patient is to be kept in ignor- 
ance of the operation I much prefere a 
light colonic anesthesia just sufficient to 
produce somnolence which when supple- 
mented with a suitable hypodermic per- 
mits the patient to be transported to the 
operating room in an unconscious condi- 
tion where with the addition of a little gas 
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the operative procedure is undertaken. I 
much prefer this plan of handling bad 
risks to any attempt at operating in bed, 
which in my experience with the ordinary 
hospital bed has always proved unhandy 
and inconvenient. 


There are just two rules which I have 
found of great practical value in handling 
these cases: 


First. At the initial operation never 
attempt too much. A simple litigation is 
sufficient. Never be deceived by the 
patient’s apparent condition as the gland 
may react violently to trauma. 


Second. During the final operative 
stages when the gland is being removed 
never be afraid to take out too much, 
leaving 1/8 or 1/10 of the total mass of 
the gland is ample for all needs of the 
body. 


If too much is left the toxic condition 
invariably recurs and further operative in- 
tervention becomes necessary. If too much 
of the gland should by chance be removed 
and symptoms of myxoedema develop, the 
administration per orem of thyroid sub- 
stance for a short time will stimulate the 
remaining portion of the gland until it 
meets the bodily requirements. 


In the operative handling of these cases 
first ligate one superior pole, which I prefer 
to do by making an incision on the inner 
side of the sterno-mastoid. After the gland 
is freely exposed pass a ligature around all 
structures which enter the superior pole in 
such a manner as to include the tip of the 
gland. 


The benefit derived from this simple pro- 
cedure is sometimes most striking and I 
cannot believe that the results are due 
entirely to this minor control of the circu- 
lation, but feel that interruption of nerve 
control must play an important part. The 
reaction from this simple procedure is 
sometimes most marked but usually sub- 
sides at the end of a few days, when the 
ligation of the second pole may be at- 
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tempted a week later. In the event that 
the reaction following the first ligation has 
been mild a lobectomy may be attempted at 
the second operation, but if any doubt ex- 
ists a second ligation should be performed. 


The patients’ reactions to these first 
minor procedures furnishes a reliable guide 
to their behavior under surgical trauma. 
Following a double ligation there is usually 
marked improvement in all symptoms and 
a delay of a few weeks to several months 
may be desirable before further steps are 
taken. Regarding this interval there is no 
general rule and economic factors often 
play a part. Too long a delay is inadvis- 
able as the improvement for a short time 
is often so marked that the patient decides 
to wait longer and often does not return 
until the improvement has subsided and all 
of the severe toxic symptoms have recurred. 


Aside from economic factors, which 
must be considered, it is desirable to 
postpone the major procedures (lobectomy) 
as long as the patient shows steady im- 
provement up to two or three months fol- 
lowing the last ligation. 


However, a too long delay, as above 
stated, favors the recurrence of severe 
toxic symptoms which we should always 
endeavor to forestall. 


Following a primary lobectomy we do 
not run such risks as the mass of gland 
tissue remaining is much reduced, but here, 
too, there is no advantage in undue delay 
and an interval of from two to four months 
is to be preferred, checked by a further 
metabolic test before the second lobectomy. 


The technic of lobectomy as employed 
by myself and staff is the result of a 
gradual evolution. 


One side of the gland is exposed in the 
usual manner and is mobilized from the 
trachea and slightly drawn outward, one 
or two fingers are greatly insinuated be- 
neath the gland and it is lifted away from 
the great vessels. In this position the two 
poles are readily exposed and easily ligated 
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as well as any other vessels which may be 
seen. 


The major portion of the gland is then 
sliced away from its posterior capsule, 
leaving 1/10 to 1/8 of the total gland mass. 
The fingers behind the gland readily con- 
trol all bleeding points until secured by 
forceps. After all ligatures have been tied, 
with the fingers still behind the capsule it 
is rolled upon itself by a continuous suture 
in a cord like mass. This technic greatly 
simplifies the procedure rendering it much 
less bloody with less likelihood of injury to 
the recurrent laryngeal nerve. 


The wound is closed in the usual manner 
with rubber tissue drainage. 


The following histories illustrate several 
different types of cases: 


Miss H., aged 39 years, first noticed increased 
nervousness during August, 1928. She attempted 
to teach school the following month but was 
forced to give it up. She entered the Baptist Hos- 
pital December 21, 1928, with a history of a plus 
50 metabolism rate made two months previously, 
and having taken iodine. She was extremely 
nervous, jerking arms, legs and head about con- 
tinuously. An attempt was made to cool her off 
with ice bags and sedatives. She grew steadily 
worse and soon became delirious and comatose 
after which she was fed continuously with a nasal 
tube. Temperature ranged from 99° to 104°; 
pulse 130 to 140. Heart, kidney, and intestinal 
symptoms with emaciation rapidly followed. 
Lugol’s solution in large doses was used for a 
few days with no effect. Death occurred January 
18. This was a severe toxic case which resisted 
all our efforts to check or influence its fatal 
progress. 


Mrs. P., aged 37 years entered Baptist Hos- 
pital November 4, 1928. Metabolism rate plus 64. 
History of long duration of symptoms. Novem- 
ber 19, ligation right superior pole. Moderate 
severe reaction for 36 hours. November 28, liga- 
tion left superior pole, slight reaction. Decem- 
ber 5, right lobectomy with slight reaction. Febru- 
ary 11, left lobectomy. Very little reaction. Dis- 
charged February 17. 


She has since gained forty pounds in weight 
with an absence of all pre-operative symptoms. 
This was a severe chronic type which according 
to her history had shown no apparent remission 
in her symptoms since the beginning of the trouble 
several years previously. 
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Mr. McC., aged 32 years, had been highly ner- 
vous and had a swelling in the neck all his life. 
Entered Baptist Hospital January 19, 1928. 
Metabolism test showed plus 101. Right lobec- 
tomy January 23. Moderately stormy recovery 
for several days. Pathological examination 
showed mixed adenoma and exopthalmic goitre. 
Discharged February 5, 1928. Re-entered hospi- 
tal February 22, much improved. Left lobectomy 
February 24. Examination showed exophthalmic 
goitre. Discharged March 9. Reports from the 
patient show a steady improvement with subsi- 
dence of all symptoms. 


DISCUSSION. 


Dr. Urban Maes (New Orleans): The ques- 
tion of the management of thyroid disturbances 
is too important to be passed over lightly because 
I believe that thyroid disease is unquestionably 
increasing in this section of the country. Why 
this should be so I do not know. It is evident 
in a study of our case that we are not seeing 
many of the true exophthalmic types; most of the 
cases we see are to be classified as toxic adeno- 
mata, and the handling is much simpler than 
that of the exophthalmic type, which has been 
thoroughly covered by Dr. Allen. The pre-oper- 
ative preparation is the most important factor, 
and the thing that gives us most trouble in con- 
nection with it is the indiscriminate use of Lugol’s 
solution as a curative agent before the patients 
are sent to the surgeon. Most of the adenomata 
that we see the associated with a certain amount 
of true hyperplasia, and Lugol’s solution does 
definitely control hyperplasia, but it is a question 
whether it controls the adenomatous element at 
all. Since the introduction of Lugol’s solution, 
as Dr. Allen has very properly said, the pre- 
cperative preparation of these patients has been 
much simplified, providing that they have not been 
treated for months and years beforehand with 
iodine, so that they fail to respond to it when we 
are trying to get them ready for surgery. In the 
fresh, untreated cases 10 days is usually sufficient 
for the preparation. In the patient who has had 
Lugol’s solution and in whom Reinhoff’s phe- 
nomenon has become apparent, we do have a great 
deal of trouble. We are seeing here, as I have 
said, the adenomatous type, in contrast to the sec- 
tion of the country where goiter is endemic, and 
where the exophthalmic type is so frequently 
seen, and I think possibly we are seeing our cases 
2 little earlier. For purposes of treatment we 
must accept Plummer’s classification for a work- 
ing clinical and pathologic basis. It includes 
toxic adenomata, which are most prevalent and 
which rarely occur under 25; true exophthalmic 
goiters, which usually occur a little younger; and 
the colloid type, which resembles the simple cyst, 
which may occur at any age, and which presents 
no special surgical problems. It is the adenomatous 
and the exophthalmic groups which furnish our 
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problems. I differ from Dr. Allen in one regard, 
that is, the propriety of polar ligation. Since we 
have learned to control these patients with iodine 
the necessity for it has been enormously reduced, 
and it is many years since I have employed the 
method. Formerly, however, before modern treat- 
ment was introduced, it was of great practical 
value, as he puts it, in testing the patient’s 
power of withstanding thyroidectomy. Now as to 
the amount of gland to be removed, Dr. Allen is 
quite correct in saying that in the past we have 
all removed too little. The small remnants that 
are left at the poles in securing litigation and 
the few cells left attached to the trachea in re- 
moval from that aspect are ample to carry on 
thyroid function. In leaving tissue behind to 
carry on function, we must be extremely careful 
that we leave no adenomatous tissue, for recur- 
rence is almost inevitable if even the smallest 
amount is left. I have in mind a patient I lost 
only recently, who had a characteristically mixed 
gland, hypertrophy plus hyperplasia, and who had 
a recurrence after the operation. The recurrence, 
of the nodular variety, definitely suggested the 
fact that some adenomatous tissue had been left; 
she developed a fibrillation and died very shortly. 
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The adenomatous type, when it recurs, recurs 
with great virulence, and especially in that type 
removal should be very thorough. 


Dr. C. W. Allen (closing): My experience, un- 
like Dr. Maes’, is that the exophthalmic type of 
goiter is most frequently seen here, and I am 
substantiated in that by the result of my labora- 
tory examinations, all done by men trained in 
the same school, in the past at Touro Infirmary, 
more recently at the Baptist Hospital, where I 
now do the bulk of my work. As to polar liga- 
tion, I still employ it because the exophthalmic 
type of patient is very apt to fool you. I have 
gotten these patients ready for operation, they 
have promised me their co-operotion, and I have 
seen them go completely out of their heads after 
operation and be controlled only with the greatest 
difficulty. I have noticed an idiosyncrasy to digi- 
talis in some of them, to opiates in others. Polar 
ligation is a method of testing how they are going 
to react under surgical trauma. The benefits 
from polar ligation in my opinion are too great 
to be due entirely to cutting off of the blood supply 
but I feel are in large measure due to interrup- 
tion of nerve conductivity. 





DISTRIBUTION OF ENDEMIC GOITER IN 
THE UNITED STATES.—Studies conducted by 
the United States Public Health Service during 
recent years indicate that the distribution of goiter 
in the United States as disclosed by numerous 
thyroid surveys, parallels in general, the goiter 
findings which were recorded among the drafted 
men examined during the World War. 


There are manifestly wide variations in the 
methods of determining thyroid enlargement. The 
classification of various degrees and types of in- 
volvement also ranges within wide limitations. 
Uniform procedure is a necessity if findings in 
different sections of the country are to be com- 
pared. 





Based upon the occurrence of goiter, wholesale 
prophylaxis by means of the use of small doses of 
iodine either as iodized salt or otherwise for 
endemic goiter is apparently not required in all 
States. 


Individual thyroid surveys disclose foci of ende- 
mic goiter in localities not previously regarded as 
being located in goitrous territory. 


Resurveys are desirable for the purpose of 
learning the extent and character of changes oc- 


curring either under natural conditions or after 
prophylaxis has been instituted.—Bull. U. S. 
Public Health Service. 
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CONTROL OF HOSPITAL ABUSE. 

Through the enlightened efforts of Dr. 
George Bel, Vice-Chairman of the Board of 
Administrators of the Charity Hospital, it 
has been possible to appoint a committee 
from the staff of the hospital to investigate 
and to make a survey of the subject of hos- 
pital abuse. This committee is under the 
Chairmanship of Dr. A. E. Fossier, and in- 
cludes in addition to the Chairman, Dr. 
J. B. Guthrie, Dr. Emmett Irwin, Dr. 
R. H. Potts, and Dr. W. G. Troescher. 
The committee is a most excellent one and 
certainly, if it undertakes to study the 
whole subject and possibly to suggest a 
remedy, it is most likely that some 
facts of value will emanate from its 
researches. The members of the commit- 
tee feel, however, that they can not accom- 
plish all the work themselves, nor that 
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their individual contribution will be as 
valuable as it might be unless they have 
the help and aid of physicians, not only of 
New Orleans, but also those physicians 
throughout the state who are interested in 
the broader problems of hospital abuse, not 
only in the Charity Hospital but also in 
other institutions in Louisiana and Missis- 
sippi. They, therefore, are urging doctors 
everywhere to communicate with them with 
any ideas, suggestions or plans that they 
might have to mitigate this evil abuse of 
the charitable facilities of hospitals, which 
is doing so much to pauperize certain in- 
dividuals, to corrupt them and to lower 
their morale while at the same time making 
demands upon the hospitals and physicians 
by those who are well able to pay for such 
services. 

The Board of Administrators of the 
Charity Hospital and particularly the 
active head of the Board, Dr. George Bel, 
are to be congratulated upon their broad- 
minded action. The administrators realize 
the difficulty of detecting instances of hos- 
pital abuse, they appreciate the unfairness 
of it, and they are anxious and willing to 
co-operate with the medical profession in 
an effort to lessen this very nasty form of 
dishonesty and abominable type of cheating. 





FOR SERVICES RENDERED IN AUTO- 
MOBILE ACCIDENTS. 


It seems almost farcical to conceive of a 
bill rendered for services in automobile 
accidents being paid. Physcians are called 
upon often during the course of the day or 
night, and most frequently on Sundays and 
hclidays, to administer first aid care to 
those injured in automobile accidents. 
Often it will require traveling some dis- 
tance to get to the scene of the accident, 
it takes considerable time not only in the 
matter of transportation but also in the 
eating up of the minutes in applying dress- 
ing and taking care of the patient properly. 
The doctor is also called upon to supply 
gratis splints, local applications and other 
material which has cost him money. The 
very great majority of physicians are 
never remunerated for these services, ren- 
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dered it is true with the usual Hippocratic 
desire to succor the afflicted. Is this right, 
fair or just? No other individual who 
plays a role in the immediate or later re- 
sults of the accident from the mechanic to 
the lawyer is called upon to give his ser- 
vices for nothing. Furthermore, the phy- 
sician who has the misfortune to conduct 
@ private hospital often has dumped upon 
him the victims of an accident who may 
require prolonged hospitalization and as- 
siduous attention, and who are merely a 
charge on the hospital. 


Something should be done about this 
state of affairs in all justification to the 
doctor and to the hospital. The doctor 
can not well refuse to give his services, but 
most certainly the person responsible for 
the accident and even those who are in- 
jured should be teld definitely and clearly 
that they should be expected to pay the 
physician for his time, his skill, and the 
use of equipment. In all likelihood this 
will not bring about results. The doctor 
will still give and pay either because the 
victim has no money or because of legal 
questions as to the responsibility for the 
accident. It would seem then that the most 
likely method of preventing this abuse of 
the medical profession would be to require 
of the automobile drivers compulsory in- 
surance applicable to third party risks. 
The doctor should be a preferred creditor 
and his bill should be met out of the in- 
surance fund before moneys are turned 
aver to the person who has the claim. 

Incidentally, it is rather remarkable 
that decent folk are perfectly willing to 
receive charity from an individual who is 
often a total stranger and who is rendering 
services out of the goodness of his heart. 
Certainly such people would not expect to 
have their automobile repaired for nothing, 
or to get free gasoline, or to get anything 
at all except doctors’ services free. 





THE TREATMENT OF AMEBIC 
DYSENTERY. 
Amebic dysentery is undoubtedly very 
widespread throughout the United States. 
We in the South recognize and appreciate 
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the condition when the patient presents 
himself to us for treatment. The same 
cannot be said of other sections of the 
United States where the disease often 
passes unrecognized. Despite the fact that 
amebiasis is promptly identified in this 
locality, the fact remains that the treat- 
ment has been unsatisfactory and chaotic 
for the most part. There are physicians 
who are earnest advocates of treatment 
with ipecac or its alkaloid, emetine. These 
men claim a large percentage of cures, but 
were they to follow up their patients they 
would find that many of those whose sym- 
toms had been relieved during the course 
of treatment had relapsed and then were 
treated by others. The same thing applies 
to the use of stovarsol. It is for this 
reason, the frequency of relapses, that a 
report by Jones and Turner* is of partic- 
ular interest. They report upon a series 
cf patients who were treated for the most 
part at Charity Hospital and have taken 
the opportunity of checking up on re- 
sults of their treatment over a considerable 
period of time. These authors seem to be 
most enthusiastic concerning the effect of 
the drug that they used. Ninety per cent 
of those patients with a satisfactory fol- 
low-up were shown to be symptom-free 
from one to three years after treatment, 
the whole group averaging a period of 
twenty months. This is a relatively short 
interval, during which relapse might not 
occur, but all the patients were given a 
follow-up stool and proctoscopic examina- 
tion. 

The authors employed iodoxyquinolin 
sulphonic acid, which sells under the trade 
name of yatren, anayodin or quinoxyl. 
One gram of the drug was given by mouth 
three times a day for a week. In the second 
week treatment was discontinued and in 
the third week a second course was given. 
In this series of cases practically all of 
the patients had a prompt and satisfactory 
improvement in their condition. It seems 
from this report that the drug merits ex- 
tensive trial. 

*Jones, P. H 


Acid in the Treatment of Amebic Dysentery, Jour. Am. 
Med. Assn., 93: 583, 1929. 


and Turner, Roy: Iodoxyquinolin Sulphonic 
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HOSPITAL STAFF TRANSACTIONS 


CLINICAL MEETING—ISSAQUENA-SHAR- 
KEY-WARREN COUNTY MEDICAL SO- 
CIETY—CLINIC BY STAFF OF 
VICKSBURG SANITARIUM 


September 10, 1929. 


Abstract.—Carcinoma of the Descending Colon; 
Resection—Dr. A. Street. 

Patient—White, male, age 19; 
hospital July 26, 1929. 

Complaint—Severe pain just inferior to the left 
tower lateral rib margin, radiating to left in- 
guinal region; duration nine months. Has noticed 
fever for two weeks, constipation marked and 
increasing. Occasional attacks of bladder fre- 
quency without tenesmus. Anorexia and loss of 
25 pounds of weight in last 60 days. No bloody 
stools. No other remarkable symptoms. 


admitted to 


Physical Examination—Poorly nourished and 
pale. Tonsils rather large and crypts contain 
fluid yellow pus. Abdomen slightly distended 
and tympanitic; no rigidity; tenderness in left 
lower quadrant and fixed mass in this region, 
just mesial to anterior iliac spine. Mass is ir- 
regular in contour, firm, and about two inches 
broad by three inches in length. Further physical 
examination, including cystoscopy, showed nothing 
remarkable. 


Radiographic and fluoroscopic examinations of 
the colon after barium enema showed marked nar- 
rowing of lumen of the bowel at junction of de- 
scending colon and sigmoid, the filling defect be- 
ing compatible in character with that caused by 
a growth. 

Blood examinations showed: Erythrocytes, 
4,056,000; Hemoglobin, 75 per cent; Kemnay ten, 

8,900; and Kahn tests, negative. 

Urine examination showed nothing remarkable. 


Operation—July 29; left rectus incision op-~- 
posite umbilicus. There is a large nodular growth, 
involving the lower descending colon, firmly 
fixed to abdominal wall laterally, and extending 
into upper portion of the sigmoid colon. Portion 
of mesosigmoid close to growth is indurated. 
Growth and adjoining bowel were mobilized, be- 
ginning by incising the peritoneum laterally, and 
rolling the bowel inward. At the point of fixa- 
tion, some of the lateral abdominal wall was re- 
moved with the growth. The mesosigmoid was 
divided mesial to the indurated portion. The 
blood vessels and peritoneum on the inner side 
of the bowel segment were divided and the edges 
of the peritoneum brought together as well as 
possible. The two limbs of the bowel loop were 
sutured together up to the level of emergence 
from the wound, the bowel segment containing 
the growth being delivered to the surface of the 
abdomen and allowed to remain there undetached. 


The wound was closed to the exit of the bowel. 
Transfusion of 600 cc. of blood was given shortly 
after the operation. After 48 hours, the bowel 
was divided with the cautery at the surface of the 
abdomen, removing the growth-bearing segment. 
After two weeks, one blade of a strong Kocher 
clamp was placed in each of the bowel ends and 
the clamp closed, crushing the spur according to 
the Mikuliecz technic. The clamp dropped off on 
the fourth day and patient was allowed to go 
home for two weeks. He will then return for 
closure of the fistula. 


Tissue pathology by Dr. Lippincott, showed 
adenocarcinoma, Grade III. 


Abstract.—Ano-Rectal Carcinoma; Two-Stage 
Resection.—Dr. A. Street. 

Patient—White, male, age 65; admitted to hos- 
pital August 13, 1929. 


Complaint—Bleeding and protruding hemor- 
rhoids. Has been keeping bowel movements soft 
with mineral oil to avoid pain at stool. Has had 
some similar trouble for forty years, but worse 
for past three months. No marked loss of weight. 
Good appetite and no digestive disorder. No in- 
creased urinary frequency. 

Previous history—Typhoid fever at age of 19. 

Family history—Mother died of cancer. 

Examination—Well developed, 
rather thin. General examination shows nothing 
remarkable. Systolic blood pressure 130. Local 
examination shows external hemorrhoids of mod- 
erate size. There is an indurated area on the 
posterior wall of the anal canal, extending for 
about one-half inch into rectum. Inspection of 
this area shows it to be about one-half-inch wide, 
with a raw, bleeding surface and thickened mar- 
gins. Inguinal glands are not enlarged. Blood 
and urine examinations show nothing remarkable. 
Biopsy showed squamous cell carcinoma, 


Operation. —On August 14, 1929, under ethy- 
lene anesthesia, the abdomen was opened. No 
metastatic lymph nodes were palpable. The liver 
contained no palpable nodules. The upper por- 
tion of the sigmoid was delivered and a perma- 
nent colostomy easily performed. The gut was 
opened in 48 hours. Upper segment functions 
well. Lower segment was kept clean by sterile 
saline irrigations. On September 4, 1929, under 
spinal anesthesia, perineal excision of the anus 
and lower rectum was done, the sphincter muscles 
and a ring of the levator ani being removed. The 
peritoneum was not opened. The rectum was di- 
vided well above the growth and stump inverted. 
Wound was closed to exit of a cigarette drain. 


Patient has taken nourishment uninterruptedly 
and seems to be making a rapid recovery. 


elderly man, 
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NEWS AND COMMENTS 
SPECIAL NOTICE. 

The Journal Committee has taken steps to dis- 
pose of the large accumulation of surplus copies 
of the Journal. Opportunity is therefore given 
to members of the Louisiana State Medical Society 
to secure any copies of the Journal which they 
might desire to complete their set. The Journal 
will, therefore, appreciate your giving this your 
prompt attention, and letting us know your wishes 
in this regard before final disposition is made of 


this surplus accumulation. 


A. A. Surgeon J. G. Wooley, U. S. P. H. S., has 
been’ directed to proceed from Carville, La. to 
Augusta, Ga., for the purpose of attending the 
Richmond County Medical Society to be held Oc- 
tober 17, at that place. 


Mr. and Mrs. James Clyde Selser announce the 
marriage of their daughter, Florence Gourrier, to 
Dr. Clifton Tate Morris, on Tuesday, August 20, 
1929. 


The dedication of the William H. Welch Med- 
ical Library and the Department of the History 
of Medicine, the Johns Hopkins University, will 
be held in the Great Hall of the Library, 1900 East 
Monument Street, on Thursday, October 17, 1929. 


GORGAS MEMORIAL INSTITUTE OBSERVES 
75TH ANNIVERSARY OF BIRTH OF 
WILLIAM CRAWFORD GORGAS 


October 3 commemorates the 75th anniversary 
of the birthday of one of the great chevaliers of 
medical science—William Crawford Gorgas, phy- 
sician, sanitarian and army officer, who freed 
Havana and the Panama Canal Zone of yellow 
fever. 


The Gorgas Memorial Institute, with headquart- 
ers at 1331 G. Street, N. W., Washington, D. C., 
founded to honor the name and achievements of 
Dr. Gorgas, makes the announcement that during 
the past year the two-fold purpose of Gorgas, 
Health Education and Research, has been carried 
forward in an active program which has benefitted 
directly and indirectly the profession of which he 
was a member. 


THE WEEKLY HEALTH INDEX. 
The week ending August 17 shows that in New 
Orleans there were total deaths of 131, with a 
death rate of .16.0. Fourteen of these deaths 


were in children under one-year of age, the in- 
fant mortality rate being 70. These figures are 
approximately the same as the preceding year. 
During the week of August 24, the total deaths 
were 125, with a death rate of 15.2. There was 
practically no change in the infant mortality rate. 
During the corresponding week one-year ago the 
death rate was 19.2. During the week ending 
August 31, the total deaths numbered 130, with 
a death rate of 15.8. 
had jumped up to 89. 


The infant mortality rate 
The corresponding week 
last year the total deaths were 118, with a death 
rate of 14.4. The last week, for which figures 
are available, ending September 7, the total deaths 
were 130, death rate 15.8, infant mortality ap- 
proximating the previous week. One year ago in 
the corresponding week the total deaths numbered 
136, with a death rate of 16.6. The death rate 
in the City of New Orleans is invariably higher 
than in other big cities of the country. The large 
number of patients that are shipped in from the 
State of Louisiana to die in the Charity Hospital 
should not be forgotten when these figures are 
evaluated. If the deaths of patients not residing 
in New Orleans were deleted the death rate of 
It probably 
would compare with New York with a death rate 
of 11.3, Kansas City 11.4, or Pittsburgh 11.8. 


the city would be cconsiderably lower. 


MEETING OF THE COLLEGE OF SURGEONS. 


The American College of Surgeons will hold 
its nineteenth annual Clinical Congress in Chi- 
cago, October 14-18. Headquarters will be at 
the Stevens Hotel. An intensive program is be- 
ing planned to make this home-coming event the 
greatest in the history of the College. The Hospi- 
tal Standardization Conference will consist of 
morning and afternoon sessions on Monday to 
Thursday inclusive. There will be a series of 


clinical demonstrations given by George W. Crile, 
Cleveland; John B. Deaver, Philadelphia; John M. 
T. Finney, Baltimore; Charles H. Mayo, Rochester, 
and others. Monday evening’s program will in- 
clude an address of welcome by the Chairman of 
the Chicago Committee on Arrangements, Dr. 
Herman L. Kretschmer, the address of the retir- 
ing President, Dr. Franklin H. Martin, Chicago, 
the inaugural address of the new President, Major- 
General Merritte W. Ireland, Washington, D. C., 
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and the John B. Murphy Oration in Surgery by 
Professor D. P. D. Wilkie of Edinburgh. Among 
the foreign visitors will be: Dr. James Heyman 
of Stockholm, Dr. Thierry de Martel of Paris, 
Visconte Aguilar of Madrid, and Mr. Herbert 
Tilley of London. Tuesday, Wednesday and 
Thursday evening sessions will consist of scienti- 
fic papers presented by surgeons from the United 
States, Canada and from abroad. 


SOUTHERN MEDICAL ASSOCIATION, 
MIAMI, FLA. 


For the accomodation of those who will attend 
the above convention from New Orleans and 
vicinity, the Louisville & Nashville Railroad will 
operate special through sleeping cars from New 
Orleans to Miami, leaving New Orleans on train 
No. 2 at 9:30 p. m. on the 17th and arriving in 
Miami at 7:15 a. m. on the 19th. This will avoid 
the change at Jacksonville, which is necessary in 
regular service. 


The return schedule of regular train service 
offers a departure from Miami at 9:00 p. m. on 
the 22nd, with an arrival in Jacksonville in time 
to connect with the Seaboard Air Line leaving 
Jacksonville at 8:50 a. m. on the 23rd, arriving 
New Orleans at 6:50 a. m. on the 24th, but if 
there are a sufficient number who will return to 
New Orleans on the same train and date, the L. 
& N. R. R. shall be more than pleased to also 
operate a special sleeping car for their accomoda- 
tion from Miami through to New Orleans. 


The Louisville & Nashville Railroad will further 
authorize a reduction in the fare to Miami for 
account of your Convention, the reduced round- 
trip fare from New Orleans being $52.83, for a 
return final limit of November 30th, and $56.36 
for a return final limit of thirty days from date of 
sale. Corresponding low fares will also apply 
from points west and throughout the State. These 
reduced fares will be available for the passage of 
all members and the dependant members of their 
families upon presentation of the regulation form 
of pink Identification Certificate, which must be 
secured through the Secretary of the Southern 
Medical Association, and will permit the com- 
mencement of the going trip on any day during 
period November 15th to 21st, inclusive. 
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The pullman charges from New Orleans to 
Miami are $10.80 for a lower berth; $8.70 for an 
upper berth and $39.00 for a drawing room. 
The same charges apply in the reverse direction. 


For reservations or further information call 
Mr. E. H. Stall, City Passenger Agent at Ra. 4687 
or 229 St. Charles St. 


CORRESPONDENCE 
{ would like to add just a word to what Dr. 
Herold said in your last issue. If you will take 
the trouble to investigate, I think you will find 
that Louisiana is one of the few states that does 
not contribute something, at least, toward the 
expense of its delegates. 


I had this honor conferred upon me and I assure 
you I fully realize the greatness of it and am very 
proud of it and enjoyed the pwrtvelege both at 
Boston and St. Louis, but I can also assure you 


these trips are expensive. 


It seems to me it is time we were looking at 
this matter from this standpoint with a view to 
getting proper representation in our national or- 
ganization. 

Very respectfully, 


WILLIAM H. BLOCK, M. D. 


A LETTER OF LAFACADIO HEARN AND AN 
OLD FILE OF THE NEW ORLEANS 
MEDICAL SURGICAL JOURNAL. 


To the Editor: 


Do you think your colleagues would be inter- 
ested to recall a passage from a letter of a one- 


time resident of New Orleans, and to follow the 
train of thought it aroused? 


The other day, I was reading “The Life and 
Letters of Lafacadio Hearn” and, in a letter 
written to H. E. Kiebiel, in 1878, I found the fol- 
lowing description of an outbreak: of yellow fever 
in New Orleans:’ 


“All over town there are little white notices 
pasted on the lamp-posts or the pillars of piazzas, 
bearing the dismal words: 


“Décédé 
Ce matin, a 3% heures 
Julien 
Natif de—’ 
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and so on. The death notices are usually sur- 
mounted by an atrocious cut of a weeping widow 
sitting beneath a weeping willow—with a huge 
mausoleum in the background. Yellow fever deaths 
occur every day close by. Somebody is advocating 
firing off cannon as a preventative. This plan of 
shooting Yellow Jack was tried in ’53 without suc- 
cess. It brings on rain; but a rainy day always 
heralds an increase of the plague. You will see 
by the Item’s tabulated record that there is a curi- 
It might be de- 


scribed by a line like this—(Here is a rough curve 


ous periodicity in the increase. 


of frequency, with irregularly placed peaks of 
R.M.H.). 
seen the records of pulsations made by a certain 


irregular height. You have doubtless 
instrument for detecting the rapidity of blood 
circulation. The fever actually appears to have a 
pulsation of graduated increase like that of a 
feverish vein. I think this demonstrates a regu- 
larity in the periods of germ incubation, affected, 


of course, more or less by atmospheric changes.” 


The letter itself interested me because of the 
tragedies it recorded and the quaintness of the 


notices of death described. It seemed strange, also, 
that the mind of one who apparently was a purely 
artistic genius should be thinking in terms of 
phlebograms, “germ incubation’ ’and periodicity 
of epidemic disease. 


The evening on which I read this letter was 
not a very busy one and there was time for a 
picture to come to mind. It was of a crippled 
old man, with a benevolent face, standing on the 
floor of a large room in the Century Club in Pan- 
ama. He was addressing a meeting at which were 
assembled some of the world’s foremost authori- 
ties in tropical medicine, and the room was quiet 
with respect for that old man. 
Rose Carter. 


He was Henry 
“Even today,” wrote M. D. Gorgas 
and B. J. Hendrick.2 “Carter’s work is not as well 
known to the layman as that of Reed and Gorgas, 
yet Gorgas himself said that it places Carter in 
the class of the great original workers of our 
time!” 


Physicians know that it was Henry Rose Carter 
who first showed “that a lapse of twelve to fifteen 
days is necessary before a case of yellow fever be- 
comes dangerous to others.” I thought it would 
be interesting to read exactly what Carter wrote; 
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so I went to the clinic’s file of the ““New Orleans 
Medical and Surgical Journal,” and this is what I 
found at the conclusion of Carter’s original ar- 


ticle :4 


“There is of course, no definite limit of time 
at which we would call the situation ‘safe,’ or 
‘unsafe,’ but hope of safety increases with the 
passage of the third week, and as the time be- 
yond this passes. 


“This law (one will admit it at least as a 
working hypothesis) is also of value in pre- 
dicting the progress of an epidemic which will 
spread. From the first (infecting) case to the 
first group of cases, infected at his house, is 
generally from two to three weeks. These form 
new foci (the original one remaining active), 
and in from two to three weeks more the second 
group of cases appears. At this time, four to 
six weeks, the fever should be ‘scattered’ in 
tertiary foci, just beginning. Prior to this it is 
found only in those who have had a common 
exposure, seldom then in more than four to 
eight places, although it is not the number, but 
the common exposure, that is in question.” 


Carter made his study in 1898 and published it 
in 1900. Hearn wrote his letter in 1878. Hearns’ 
graph is just a pen scratch; Carter’s study is a 
scientific triumph. Is it possible that the content 
of Hearn’s letter is an example of that insight 
of which an artistic nature sometimes is capable, 
or had he received a hint on the incidence of the 
disease from his friend, Dr. George M. Gould of 
Philadelphia or Dr. Rudolph Matas of New Or- 
leans to whom he dedicated his story “‘Chica?”’ 


RICHARD M. HEWITT, M. D. 
Rochester, Minnesota. 


Septem@br 17, 1929. 
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The Staff of the Anderson Infirmary of Meri- 
dian met on September 13 and was organized with 
the following officers: 


Chairman, Dr. H. F. Watkins 
Secretary, Dr. C. J. Lewis. 


A resume of the work of the hospital for the 
past month was presented and two papers were 
read and discussed,—Foreign Body in the Rec- 
tum, and Spinal Anesthesia. 


Twelve members of the Staff attended the 
meeting. It was voted to meet regularly the first 
Friday of each month. 


Although somewhat delayed, recognition of out- 
standing service has recently come to Dr. Rich- 
ard M. Boyd of Aberdeen. On March 20, 1929, 
he was awarded a silver star by the United States 
War Department for gallantry in action at Cuisy, 
France, on the night of October 7, 1918, while 
serving as First Lieutenant of the Medical Corps, 
attached to the 146th Field Artillery. 


Dr. Boyd is a native of Nettleton, Miss. His 
parents, of Scotch-Irish descent were natives of 
South Carolina, having moved to Mississippi 
shortly after Civil War. Dr. Boyd received 
his literary training at Providence College, Nettle- 
ton and his medical degree from the Memphis 
Medical College in the Class of 1901. 


Dr. Boyd is a member of the Thirteen Counties 
Medical Society, having been one of its organiz- 
ers and its second president; of the Mississippi 
State Medical Association, of which he has been a 
vice-president; of the Southern Medical Associa- 
tion; and the American Medical Association. 


In the pioneer days of hygiene and sanitation 
in Mississippi, Dr. Boyd conducted a column on 
rural sanitation in “The Progressive Farmer,” 
then edited in the State. At about this time also 
he was instrumental in influencing the president 
of the Farmers’ Union to secure the passage of a 
resolution asking for an increased appropriation 
for the Mississippi State Board of Health, by the 
legislature. 


When the United States entered the World 
War, Dr. Boyd volunteered his services in April, 
1917. He was commissioned a First Lieutenant 
in June, 1917, ordered to duty July 8rd, 1917, 
and received his military training at Fort Ogle- 
thorpe, Georgia. He sailed from Camp Merritt, 
New Jersey, in December of the same year and 
returned to the United States in July, 1919. He 
made a sanitary survey of the Libourne, France 


area before the arrival of troops, and there estab- 
lished a hospital, which later was made Training 
Center, No. 2. He was actively and continuously 
engaged in four major campaigns without the loss 
of a day,—Champagne-Marne, defensive; Aisne- 
Marne, offensive; St. Mihiel, offensive; and 
Meuse-Argonne, offensive. He was twice gassed, 
each time refusing to give up his post of duty. 


After the signing of the Armistice Dr. Boyd 
was with the Army of Occupation in Ger- 
many until March 1, 1919, when he was granted 
permission to attend courses at the University 
of Nancy, France, doing special work in internal 
medicine. On June 30, 1919, he received a 
diploma from that institution. While in Nancy, 
Dr. Boyd was awarded a Medal of Honor by the 
French in recognition of his army service. He 
was promoted to Captain in May, 1919. He was 
honorably discharged at Camp Shelby, Miss., 
August 15, 1919. 


Dr. Boyd resumed the practice of medicine in 
Aberdeen in September, 1919, where he devotes 
his attention to internal medicine. 


The following letter under date of June 27, 
1929, shows well the esteem in which Dr. Boyd 
was held by his fellow-officers: 


“Information has reached me that an effort is 
being made by a number of our men of the 146th 
Field Artillery to obtain proper although long 
delayed recognition of, the meritorious service 
rendered by you while serving in that organiza- 
tion. Nothing could please me more and I know 
of no one more deserving of this honor. 


“T particularly recall the mess we had at Cuisy, 
I think the seventh of October, 1918, when enemy 
shells exploding among the ammunition supply of 
F Battery opened up our own gas shells and just 
about cleaned out an entire gun crew. My posi- 
tion was immediately to the left of F, and I recall 
that you got most of these gassed men into an 
ambulance, and when our ambulance was wrecked 
by shells, you exposed yourself to unusually heavy 
fire to obtain another ambulance and transfer 
the wounded. 


“T also recall that you refused to leave the lines 
for treatment after this exposure to gas, and re- 
mained with us under heavy fire, treating a num- 
ber of wounded from various oganizations. I par- 
ticularly recall this as you picked up a man badly 
shot in both legs, near my position, and put him 
on my blankets which I had in a fox hole in the 
little orchard just in the rear of my guns. 
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“There are numerous other instances where 
your service to the outfit was far beyond what 
could be considered ‘line of duty,’ and you may 
be sure that every man in the organization will 
be glad to know that recognition is being taken 
of it. In the event that this letter may be of 
interest to any concerned, I am making it in the 
form of an affidavit. 


J. P. BARCLAY, 
Formerly Captain Battery E, 
146th Field Artillery.” 


(Signed) 


The first meeting of the Central Medical So- 
ciety after the summer vacation, was held at the 
Edwards Hotel, Jackson, September 17. The 
scientific program included the following: 


Urinary Antiseptics.—Dr. 
Jackson. 


Temple Ainsworth, 


External Otitis, Its Cause and Prevention.—Dr. 
G. E. Adkins, Jackson. 


Dr. Hugh A. Gamble, President of the Missis- 
sippi State Medical Association made his post- 
poned visit to the Society, and gave a most inter- 
esting address on “The Obligation Existing Be- 
tween the Physician and His Medical Society.” 


Light refreshments were served after the meet- 


ing. 


We regret to announce that Dr. Felix J. Under- 
wood, Executive Officer of the Mississippi State 
Board of Health, continues ill with undulant fever. 
He has now been fn the hospital for more than 
eleven weeks. 


Three fellows of the Rockefeller Foundation 
have been visiting the various offices of the Mis- 
sissippi State Board of Health as well as the 


offices of the County Health Departments of. 


Hinds and Bolivar Counties. The visitors were 
Dr. Pablo de Jesus of the University of the 
Philippines; Rafael Martinez Ponte, a sanitary 
engineer from Venezuela, and Francisco Solana, 
connected with the health department of the Span- 
ish government. 


Appropriations for full-time health depart- 
ments begining January 1, 1930, were made by 
the Boards of Supervisors of Georgia, Madison, 
and Marshall counties during the month. In 
Lowndes County an election is to be held to de- 
termine whether or not an appropriation will be 
made for health work on a full-time basis. 


The regular quarterly meeting of the North- 
east Mississippi Thirteen County Medical So- 


Mississippi State Medical Association 


ciety, was held at Masonic Hall, Baldwyn, on 
Tuesday, September 17. The program announced 
by Secretary J. M. Acker, Jr., was as follows: 


1. Meeting called to order by President J. 
R. Hill. 


2. Invocation—Rev. A. M. Overton. 
3. Address of. Weleome—Judge W. M. Cox. 
4 Response—President J. R. Hill. 


5. Reading and adoption of minutes of last 
meeting. 


6. Minor Eye Injuries and Their Care—Dr. 
S. L. Hollingsworth, Columbus. 


7. Work Among Crippled Children in Missis- 
sippi—Mrs. Mary S. Baker, State Bureau of Child 
Welfare. 

8. Treatment of Some of the Common Frac- 
tures—Dr. E. Dunbar Newell, Chattanooga. 





Discussion opened by Drs. Sutherland and W. 
W. McRae. 


9. A Few Points on Infant Feeding—Dr. J. 
S. Green, Tupelo. 


Discussion opened by Drs. W. W. Robertson 
and J. M. Hood. 


10. Intravenous Therapy—Dr. E. B. Burns, 
Ecru. 


Discussion opened by Drs. R. B. Cunningham 
and W. N. Reed. 


11. Business session. 


Luncheon was served at the Baldwyn Hotel at 
1 P. M. The scientific session was held immedi- 
ately afterwards. 


Some of you Secretaries of the large County 
Societies of the State can well take note of the 
interest shown by some of the Secretaries of our 
smaller societies. The following letter from Dr. 
J. Sidney Eason, Secretary of the Tate County 
Medical Society shows his willingness to co-oper- 
ate in making this department of the Journal 
worth while. 


“Sorry to report, but we failed to have a meet- 
ing of our Society this month. I believe that I 
sent you programs and notices of the last two 
meetings which were well attended. We have 
only nine physicians in the county and all of them 
are active members of the Society. We just lost 
interest some way, and do not meet regularly. We 
are busy also. At the beginning of the war in 
1917, we had twenty-four physicians in this 
county and to have them cut to nine, makes extra 
work for all of us. Any news that you can get 
from these statements will*at least show how 
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few of the young doctors are going to the coun- 
try and small towns to practice; also that the 
day will soon come when we will either have to 
group patients in the small towns or arrange 
small hospitals in order to reach those that are 
sick. Take the West end of the county here. In 
1917 there were seven doctors west of the rail 


road in the smaller towns. Now we have only 
one man west of the railroad in the whole county; 
not another for thirty miles or more. Going East, 
we have only one man between here and Holly 
Springs. That is forty miles. All of this is stated 
so that you may understand what is needed. News 
of this kind should be known. 


“We have had about twenty or twenty-five cases 
of typhoid fever reported in this county this year 
to date. This is more than we have had for a 
whole year for some time past. I was first made 
Health Officer in 1912. The year before that 
we had something over three hundred and seventy- 
five cases of typhoid in the county and had never 
used vaccine. I started immediately to vac- 
cinate and I continued in office until 1922, con- 
tinuing to vaccinate. The last few years that I 
was in office, we averaged, as I remember, less 
than twenty cases of typhoid a year. Vaccine 
was not pushed for the next four years and now 
we are beginning to see the loss as shown by the 
number of cases as reported. 


“I came back into office two years ago, and 
started vaccinating again and we are pushing it 
more all of the time. This year to date, with the 
help of a few other doctors over the country, 
have vaccinated a large number of people. Our 
records show that 713 were vaccinated during 
July and there were only three of the doctors re- 
porting. As the vaccine was sent to every doctor 
or offered to every doctor if used, I am sure that 
there were more vaccinated in July than the rec- 
ords show. We have also given over two hun- 
dred vaccinations of toxin-antitoxin in the last 
year, besides other vaccines that I am giving, 
such as small pox, and influenza. By the way, 
while most of the doctors claim there is very 
little if any thing gained by giving influenza vac- 
cine I know different, for I have given it for 
ten years and have never seen a case of influenza 
or pneumonia in a single patient that had been 
vaccinated. Nor have I seen a patient that had to 
be treated for ordinary colds and coughs. If they 
take cold at all, it will pass away within twenty- 
four to thirty-six hours without treatment. That 
is worth the price, and I will be glad when the 
State Board of Health is able to furnish this 
vaccine as it does typhoid. Of the two, I would 
rather have the influenza vaccine if I could only 
have one of them. 


“T have succeeded in having most of the con- 
solidated schools of the county build sanitary pit 
toilets and am sure that all of them will. have such 
toilets before school opens. I also have the negro 
schools interested in sanitary toilets and have 
been able for the first time in all these years to 
interest the negroes in vaccination, cleanliness, 
and health. They are coming in strong now, and 
while the greater number of them do not know 
what it is all for, they come in larger numbers 
each day for their ‘shots.’ They hear that it is 
something free, and they want everything going 
free, from G. U. to old time religion. 


“There are many other things of this kind that 
I am doing and trying to do as part time health 
officer. But I don’t see how you will be able to 
get any news out of it. Neither do I see how you 
will get any news out of this scattering letter. 
But as you have insisted that I send something, 
I have sent much. Such as it is, I leave it to you 
to pick anything that can be used in the Journal 
and word or arrange it as you see best. 


“Hope to be able to report something that will 
be real news or will at least come under that 
name before long. We are doing so little here 
that there is nothing that would interest the out- 
side world.” 


SOME HIGH LIGHTS IN MISSISSIPPI 
MEDICAL HISTORY.* 


(Continued ) 


Pusuant to adjournment, the Association met in 
Vicksburg, April 4th, 1870. Several interesting 
cases were reported. A tumor removed the day 
before by Dr. Baird, of Yazoo County, was ex- 
hibited. Dr. Hunt, of Vicksburg, reported the 
removal of an ovarian tumor. Dr. Booth, of Vicks- 
burg, reported a case of aneurism of the ascending 
aorta, which had caused absorption of part of the 
sternum and ribs. Dr. Hunt also reported a case 
of anchylosis of both maxillary bones relieved by 
operation. Dr. D. B. Nailor, of Warren County, 
reported a case of abscess of the right lung, simu- 
lating aneurism. Dr. Hill reported a case of 
atresia vaginae in which no uterus could be found 
and Dr. Balfour a similar case in which the cata- 
menia had appeared in girlhood but had not re- 
turned for twenty years. 


On motion of Dr. Steinside, a committee (Craft, 
Mitchell and Baley, of Jackson) was appointed to 
memorialize the legislature to appoint an examin- 
ing board to examine all persons proposing to 
practice medicine on the state. Officers elected 
for the ensuing year were: S. V. D. Hill, presi- 
dent; A. B. Cabaniss, D. B. Nailor, C. B. Gallo- 
way, and B. F. Kittrell, vice-presidents; Dr. Mc- 
Connell, recording secretary; J. R. Barnett, cor- 





(*Facts gathered from a History of the Mississippi State 
Medical Association, published in 1910.) 
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responding secretary; W. Y. Gadberry, treasurer. 
The Association adjourned to meet the next year 
in Meridian.” 


Dr. E. F. Howard, of Vicksburg, contributes the 
following “interesting note”: 


THE PILGRIM’S PASSPORT. 


A pilgrim worn and traveled stained, 
Draws near the pearly gates, 

With faltering steps he slowly treads, 
Then stops and hesitates. 

Before him lies the journey’s end, 
Most wondrous to behold, 

Its battlements of dazzling white 
And streets of burnished gold. 


In silent awe he bows his head 
And breathes an humble prayer 

That he may not be turned away 
But gain admittance there. 

When lo, he spies an aged man 
In flowing robes of state— 

St. Peter by the portal stands, 
The guardian of the gate. 


The good old Saint, with kindly smile, 
Says, “Friend, thou art lost, I fear, 

Or hast credentials on thyself 
To gain admittance here?” 

The pilgrim then with trembling hand 
And worried, anxious air, 

Goes fumbling through his tattered clothes 
To seek his passport there. 


Naught can he find of what he seeks, 
“’Tis gone, good Saint,” says he, 

“All I can find are some receipts, 
These I present to thee.” 

St. Peter slowly scans them o’er 
And ponders long and well, 

Then sadly says, “My friend, I fear 

Thou are doomed to go to hell.” 


“But hold, my man, what have we here? 
Or do mine eyes deceive? 

Upon my word; receipted bills 
From doctors, I perceive. 

Canst thou abide within these walls? 
I’ll say thou canst, and more: 

What e’er the faults against thee stand 
These pay in full thy score.” 


“Come, Gabriel, blow a mighty blast 
Upon thy trumpet long, 
Swing wide the gates of Paradise 
Call forth the heavenly throng. 
Life up your voice in joyful praise 
O’er yon resounding hills, 
Give welcome to this worthy man 
Who paid his DOCTOR’S BILLS.” 
—R. C. Deppen, M. D. in Medical Pocket 
Quarterly. 


Mississippi State Medical Association 


After a month of silence Dr. I. W. Cooper, of 
Meridian, Miss., again becomes a contributor to 
this column with the following: 


“This is to advise you that my fears were well 
founded as I have no births to report among the 
doctors in this vicinity since the last one reported 
about two months ago, and I have not noticed any 
indications of any prospects. I regret very much 
to have to make this report but nevertheless it is 
true. 


“The East Mississippi Medical Society held its 
last meeting at the Court House in Philadelphia, 
Miss., on August 15. About forty physicians were 
present and an excellent program was presented. 
Dr. V. B. Philpot, of Houston, Miss., had a very 
able paper on Uterine Hemorrhage. This paper 
was fully discussed. Dr.-Brown, of Meridian, pre- 
sented an illustrated paper on the X-ray findings 
in heart conditions. Dr. Brown is a new-comer in 
this territory, being in charge of the X-ray de- 
partment at the Meridian Sanitarium. 


“Dr. T. D. Boudreaux and Dr. C. H. Stingley 
spent several days at the Mayo Clinic and at the 
hospitals in St. Louis and Chicago. They report 
a very enjoyable trip. 


“Dr. Albert C. Bryan and family have returned 
from a delightful motor trip to Texas. 


“You will find herewith attached a report of 
the monthly staff meeting of the Meridian Sani- 
tarium. This was a very enjoyable affair, 
especially as to the eats. The dietician did her- 
self proud in serving this dinner. 


“Dr. A. G. Touchstone and wife spent several 
days on the Mississippi Coast for their vacation. 

“Dr. and Mrs. J. H. Rush with Dr. Leslie V. 
Rush spent several days on the Coast during 
August. 


“Dr. and Mrs. H. L. Rush motored to Hot 
Springs, Ark., where they spent several days. 


“IT hope that in my next report that I will be 
able to furnish you with the reports of the staff 
meetings of Rush’s and Anderson’s Infirmaries. 


“Dr. Franklin G. Riley intends at an early date 
to build a Children’s Clinic. This clinic will be 
modern and up to the standard in every respect. 


The regular monthly staff meeting of the 
Meridian Sanitarium was held on August 30 fol- 
lowing a chicken dinner served at 7:00 P. M. 


The Hospital report of July was presented by 
Dr. ‘S. H. Hairston and discussed by the staff. 


Dr. F. G. Riley reported a series of interesting 
blood transfusions into the peritoneal cavity in 
infants; also a case of abscess of the brain fol- 
lowing a nail puncture of the skull. 
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Dr. I. W. Cooper reported a case of carcinoma 
of the cecum. 

Dr. S. H. Hairston reported a series of cases in 
which spinal anesthesia was used according to the 
Pitkin method. He also reported a case of orchitis 
and phlebitis treated with diathermy. 


An interesting surgical clinic in charge of Dr. 
George A. Brown was held at the Water Valley 
Hospital, Water Valley, Miss., on Friday, August 
30. Included were Appendectomy, bullet wounds 
of the stomach: thyroidectomy; amputation of 
fingers; tonsillectomy and adenoidectomy (4 
cases). 


The regular meeting of the East Mississippi 
Medical Society was held at Philadelphia, Thurs- 
day, August 15. Following is the program an- 
nounced by Secretary J. E. Anderson: 

Summer Diarrhea—Its Management and Treat- 
ment. Dr. W. H. Banks, Philadelphia. 

Diagnosis of Mediastinal Lesions. Dr. Barton 
W. Johnson, Meridian. 

Surgical Paper. Dr. H. F. Magee, Jackson. 

Uterine Hemorrhage. Dr. V. B. Philpot, 
Houston. 


American Spa. Dr. Oscar W. Dowling, New 


Orleans, La. 


Dr. G. W. Gill, of Newton, spent the month of 
August in New Orleans, taking some special work. 


Dr. J. G. Logan reports the following from the 
Chamberlain-Rice Hospital, Natchez, Miss. 


“Dr, J. F. Chamberlain visited the Mayo Clinic 
for several weeks during the summer. 


“Dr. Raymond T. Smith is recovering from an 
injury to his hand received in an automobile ac- 
cident some days ago. During July Dr. Smith 
attended the Clinic of Dr. Franz Haslinger of 
Vienna on “Bronchoscopy and Oesophagoscopy” 
in Dallas, Texas. 


“Additions to hospital equipment during the 
past month were an H-H Inhalator; Keleket port- 
able X-ray unit and improved fireproof cabinets 
for X-ray films. 

“The following cases were reported by Dr. J. C. 
Rice and discussed at the August staff meeting: 

1. A recent series of cases of intestinal obstruc- 

tion: 

a. Gunshot wound with amputation of ap- 
pendix and perforation of caecum, fol- 
lowed several weeks after operation by 
partial obstruction caused by adhesion 
bands. 

b. Mild partial obstruction of a week’s 
duration in a child eight years of age. 
Distinct volvulus received by surgical 
intervention. 


c. Negro girl sixteen, years of age. Par- 
tial obstruction for two weeks with final 
total obstruction. Operation revealed 
pelvic adhesions with strangulated loop 
of ileum and gangrene.” 


The regular monthly meeting of the Issaquena- 
Sharkey-Warren Counties Medical Society was 
held at the Vicksburg Sanitarium, on Tuesday, 
Sept. 10, the members of the Society being the 
guest of the staff of the Sanitarium. After a 
supper, the following program was presented: 

Sodium Thiosulphate in Mercury Poisoning. 
Dr. L. E. Martin, Anguilla. 

Discussed by Drs. I. C. Knox, W. H. Scudder, 
A. Street, and E. F. Howard. Dr. Martin closed. 

Clinic by the staff of the Vicksburg Sanitarium: 

1. Adeno-carcinoma of the Parotid Gland. 
Dr. G. M. Street. 

2. Carcinoma of the Descending Colon; Ex- 
cision. Dr. A. Street. 

3. Ano-Rectal Squamous Cell Carcinoma; Two- 
stage Excision. Dr. A. Street. 

Discussed by Dr. W. H. Parsons. Dr. Street 
closed. 

4. Fracture of the Femur; Open Reduction 
and Plating. Dr. J. A. K. Birchett, Jr. 

5. Probable Carcinoma of the Pancreas, Com- 
plicated by Diabetes Mellitus, Obstruction of the 
Common Bile Duct, and Jaundice. Dr. J. A. K. 
Birchett, Jr. 

6. Fractures of the Patella. Dr. H. H. John- 
son. 

Discussed by Drs. G. M. Street and W. H. 
Seudder. Dr. Johnston closed. 

7. Diagnostic Clinic by the Society. Lead by 


-Dr. G. M. Street. 


8. Clinico-Pathological Conference. Drs. L. J. 
Clark and L. S. Lippincott. 

The two last presentations received general 
discussion. 

This is the second clinical meeting held by the 
Society this year the first having been held at the 
Vicksburg Hospital when the members of the 
Society were the guests of the staff of that insti- 
tution. Both have been most enjoyable and it is 
hoped that more such meetings may be held. 

Dr. R. H. Foster of Mound, La., was a guest 
of the Society. 

The committee on program for the October 
meeting was announced as follows: Drs. J. V. 
May, Port Gibson; J. Pearse O’Leary, Vicksburg; 
B. T. Orendorf, Rolling Fork; W. H. Parson, 
Vicksburg; and G. M. Street, Vicksburg. 


It has been announced that the subject of the 
address of Dr. C. C. Bass, of New Orleans, before 
the Issaquena-Sharkey-Warren Counties Medical 
Society, at its annual meeting in December, will 
be “A Discussion of Some of the Newer Remedies 
and Methods of Treatment for Malaria.” 




















































Gastro-Intestinal Diseases: Lectures Delivered at 
the James Mackenzie Institute for Clinical 
Research, St. Andrews: Edited by Professor 
David Waterson, M. A., M. D., F. R. C. S. 


(Edin.), London, Oxford University, 1928. 
pp. 278. 
This work is the collection of a series of 


lectures delivered at the above institute during 
the winter session, 1927. Each address is by a 
specialist and deals with the relationship of 
gastro-intestinal conditions to his particular field. 
Though delivered to a staff of research workers, 
the impression is not to be gained that the ad- 
dresses are purely of academic interest, but, since 
they were given by some of the outstanding 
medical men of England, they are necessarily of 
interest to all. Numerous case reports are in- 
cluded and free use has been made of hospital 
records with conclusions drawn from the observa- 
tions of large number of cases. 


Of especial significance is the address, “Ocular 
Manifestations of Gastro-intestinal Disorders,,” by 
A. Maitland Ramsay, as doubtless few recognize 
pathologic lesions of the eye as an index to the 
state of the gastro-intestinal tract. As examples, 
cases are cited of decayed and tender teeth result- 
ing in phlyctenular conjunctivitis, pyorrhea caus- 
ing toxic iritis, dental caries causing unilateral 
dilatation of the pupil, paralysis or spasm of 
accommodation and varying degrees of amblyopia. 
Likewise it is pointed out that disturbed metabolic 
states may give rise to toxic amblyopia, chronic 
constipation to intra-cecular hemorrhage, and 
hemorrhage from the gastro-intestinal tract to 
atrophy of the optic nerve. Though some of the 
conditions touched on are rarely seen, they are 
certainly worthy of recollection as in most in- 
stances quite gratifying therapeutic results are 
obtained with proper management. 


In “Some Surgical Aspects of Gastric and 
Duodenal Ulcer,” by Archibald Young, several 
series of cases are reviewed with particular stress 
being made on long time follow-up records. The 
author divides peptic ulcers into gastric, duodenal 
and pyloro-duodenal, their percentages being 11.68, 
26.6 and 56.4, respectively. As to sex incidence, 
it was almost identical in gastric ulcer, duodenal 
ulcer in the proportion of 37 males to 4 females, 
and pyloro-duodenal ulcer in the proportion of 75 
males to 12 females. Tables of age incidence are 
presented also. 


As to operative procedure Young concludes that 
in gastric ulcer, particularly those along the 
lesser curvature, partial gastrectomy with poste- 
rior gastro-jejunostomy is to be employed, while 
in the other two:groups a simple posterior gastro- 


BOOK REVIEWS 


jejunostomy is sufficient. He criticizes rather 
severely the practice of doing a partial gastrec- 
tomy in an effort to get rid of a portion of the 
acid secreting glands. It is pointed out that these 
same conclusions were arrived at by Balfour in 
1925 at the Mayo Clinic in a review of 1,000 cases 
of chronic duodenal ulcer treated by gastro- 
jejunostomy alone. 


There are nine other addresses by such men as 
Fraser, Cheatle and Wilkie, individual considera- 
tion of which space does not permit, though they 
are no less interesting than the above. 


J. C. Barton, M. D. 


L’Anesthesie Loco-Regionale en Oto-Rhino-Laryn- 


gologie: By Georges Portmann and Paul 
Leduc. Paris, Gaston Doin, 1928.  [Iilus. 
pp. 531. 


Even the neophytes in surgery flatter them- 
selves that they understand, and properly apply, 
the art of local anesthesia, which is too often 
vocal, and not enough local. In oto-laryngology, 
as in other fields, there is too much blind, groping, 
needle punctures, and haphazard applying of 
solutions, with the most feeble, if any, anesthesia. 


We can be chastened, and positively enlightened, 
by Portmann-Leduc’s highly practical presentation 
of this subject. The work is an expression of the 
authors’ twelve years experience with methods of 
anesthetizing which have proven successful in 
their hands. , 


The international reputation of Portmann gives 
this contribution trustworthiness, and adds a touch 
of some originality, the latter being a rare 
feature in this age of superabundant book- 
writing. 


Regional anatomy illustrated with a profusion 
of original drawing stamps the work with a dis- 
tinction all its own. Aside from the admirably 
written French text, these drawings, while largely 
diagramatic, and yet true to anatomic outlines, 
are replete with solid information. These pic- 
tures have an intrinsic value—and they are 
worthy of careful study. 


The refinements in technic are more amply 
covered than in any other work. Nothing is 
omitted. From broadly gauged chapters on “Gen- 
eral Considerations;” from the selection of needle 
points, adaptable to various steps in anesthetizing; 
from the position of one’s fingers, hands and in- 
struments; from minute descriptions of nerve- 
structures which innervate the area to be ren- 
dered painless, we are led to the finality in 
technic of where and how to make the injections. 
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With all this wealth of detail the objective is 
never lost sight of, “oeuvre pratique,” a practical 
work. 


We enthusiastically endorse the preoperative 
use of morphia gr. %, combined with scopolamine 
gr. 1-150. A state of somnolence results which 
greatly facilitates the operation both for patient 
and surgeon. 


The subject-matter includes anesthesia by 
(1) topical measures, (2) infiltration, (3) nerve- 
blocking. A wealth of practical matter features 
each of these divisions. As the whole head and 
neck are so richly supplied with large nerve- 
trunks, these anatomically well-defined structures 
readily lend themselves to nerve-blocking. This 
procedure is rapidly gaining precedence in oto- 
laryngological surgery. The authors tender their 
large experience in proving the feasibility and 
superiority of such a method when applied in all 
of its varied refinements. “Ars longa vita brevis,” 
the art of surgery, with its ramifications, will 
never cease developing along higher planes of 
accuracy. Even with the brevity of individual 
lives, there will always be living a vanguard of 
idealistic and enthusiastic workers to foster the 
progress of surgery. Such is our trend of thought 
inspired by a work such as this from the Clinic 
of Bordeaux, already made famous by the pioneer 
achievements of “Professeur Moure.” The toga 
of this Nestor in oto-laryngology bids fair to be 
worn by Portmann himself. Without pouring the 
unction of flattery, may we indulge in the pro- 
phetic vision that he will prove a worthy succes- 
sor to Moure. 

Homer Dupuy, M. D. 


The Nose, Throat and Ear and Their Diseases: 
By Chevalier Jackson, M. D., Se. D., LL. D., 
F. A. C. S., and George Morrison Coates, 
A. B., M. D., F. A. C. S., assisted by Cheva- 
lier L. Jackson, A. B., M. D Philadelphia, 
W. B. Saunders Co. 1929. 


This book represents the tremendous task of 
collaborating the writings of seventy-four separ- 
ate contributors. The reviewer felt so strongly 
that the old adage, “Too many cooks spoil the 
broth,” might apply as well to medical writings, 
that he approached the work of review with dis- 
tinct prejudice. The prejudice was ill founded. 
The editors have accomplished their task so thor- 
oughly that the writings of seventy-four men 
form a unit that will stand as a masterpiece of 
medical literature. 


The chapter on tests of the vestibular appar- 
atus by Eugene R. Lewis, covering the functional 
side of the static labyrinth, is noteworthy. Lewis 
comments on the fact that in 1910 the study of 
the vestibular apparatus had reached a point at 
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which further progress could not take place upon 
the then known anatomical facts. To facilitate 
progress Barany postulated centers in the cere- 
bellum in more or less direct connection with the 


vestibular nerve and proceeded to elaborate 
theories respecting the operation of this complex 
ear mechanism. Barany made perfectly clear 
that the gaps thus bridged were only tentatively 
bridged and only by postulates because nothing 
else was available. Later, Jones similarly postu- 
lated certain tracts to facilitate studies of the 
vestibular intra cranial connections. Both Barany 
and Jones have explained in their writings that 
their postulated tracts were purely hypothetical 
and could not be proved. Lewis believes them to 
have been unjustly criticized and believes that 
the practical value of their constructive theoriz- 
ing has fully justified itself. 


The chapters on obstructive laryngeal dyspnea 
and on tracheotomy should be read by every physi- 
cian. Photographs illustrate a little patient 
showing the marked inspiratory tirage in a 
losing struggle to obtain sufficient air. Another 
illustration shows the little patient asleep on the 
operating table after tracheotomy. The accom- 
panying text is most graphically descriptive and 
well written. 


The sections on bronchoscopy and esophago- 
scopy are covered largely by Chevalier Jackson 
and his associates. Anatomy and anamolies of 
the esophagus, cardiospasm and retropharyngeal 
diverticulum are covered by Harris P. Mosher. 


One gets a rather unusual viewpoint of the 
subject of tonsillectomy from the late Thomas 
Rushmore French who advocates what he calls 
expanded tonsillectomy which includes enucleation 
of the faucial tonsil, the pharyngeal branch and 
the lingual branch. He, however, does not advo- 
cate extensive stripping of the lymphoid tissue 
from the base of the tongue. 


The section on the nose, paranasal sinuses and 
ear make an extremely practical reference source 
for the specialist. 


H. Kearney, M. D. 


Collected Papers of the Mayo Clinic and the Mayo 

Foundation: Ed. by Mrs. M. H. Mellish, 

V Richard Hewitt, M. D., and Mildred A. 

Felker. Philadelphia, W. B. Saunders Com- 
pany. 1929. pp. 1197. 


The twentieth volume of the Collected Papers 
of the Mayo Clinic follows somewhat the same 
form as previous years; that is to say, what are 
considered the most important presentations are 
published in detail, whereas those articles 
which are of general interest are abridged, a 
somewhat larger number are abstracted and 233 
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publications, obviously because they were not con- 
sidered to be of general interest, are not pub- 
lished. Of the total, then, of 490 papers con- 
sidered in the volume, 81 are printed in toto, 43 
are printed in part, 72 abstracted, and references 
are given to the remaining 233. 


It is obviously impossible to enter into a de- 
tailed discussion of the material in this volume. 
Practically every medical subject under the sun 
is discussed, from how medical education should 
be conducted to the treatment by cauterization of 
cystic cervicitis. The volume, because of the 
catholicity of its contents, should be of consid- 
erable value to any reader of the medical sciences. 
Even to the lay reader the miscellaneous essays 
would prove, to a certain extent at least, not only 
interesting but also most instructive. 


J. H. Musser, M. D. 


Operative Surgery: By J. Shelton Horsley, M. D., 
F. A. C. S. Third edition. St. Louis. C. V. 
Mosby Company. 1928. pp. 893. 


The author has brought the contents of his 
book up to recent ideas and thoughts on opera- 
tive surgery. I have not yet come across a one 
volume book on operative surgery that gives as 
complete and concise discussion of the subject 
presented. Necessary and important operations 
are briefly and very adequately described. Illus- 
trations are quite abundants and very helpful. 
They add materially and make this volume that 
much more valuable. This book is one well worth 
reading. 

FRANK L. Loria, M. D. 


Acute Infectious Diseases: By Jay Frank Scham- 
berg, A. B., M. D., and John A. Kolmer, M. D., 


Dr. P. H., D. Se., M. Se. LL. D. Second 
edition, thoroughly revised. Philadelphia, Lea 
& Febiger. 1928. pp. 888. 


This second edition has undergone a complete 
revision to meet the modern trend of infectious 
diseases. 


The prevention of diphtheria, treatment of 
erysipelas, scarletina, Vincent’s angina, serum 
anaphylaxis, mumps, whooping cough, cerebro- 
spinal minigitis, the “fourth disease” and eny- 
thema infectiosum have been added. 


The chapter on vaccination covers every phase 
of the procedure. Examples are given of patients 
exposed and unprotected contrasted with protected 
controls. These pictures would give the anti- 
vaccinationist little defense. 


The chapters on small pox, measles, erysipelas, 
scarlet fever are very complete, like-wise the 
treatise of cerebro-spinal menigitis. 
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Drs. Shamberg and Kolmer have written a 
very scientific, practical, valuable book. One 
which so completely instructs the reader that he 
is impressed with its simplicity, perfection and 
value. No one in medicine or its specialties is 
isolated from the occasional case of infectious dis- 
ease, for concise; authentic, well arranged knowl- 
edge on the subject, this Second Edition of Infec- 
tious Diseases contains the answer. 


M. T. VAN StuppiForpD, M. D. 
History of Blockley: 


Croskey, M. D., Philadelphia. 
Company, 1929. pp. 765. 


Compiled by John Welsh. 
F. A. Davis 


A very complete compilation of the story of 
probably the oldest City General Hospital in the 
country. In addition to the data concerning the 
hospital and the alms house itself, there is a com- 
plete biography of all the decreased medical men 
who have been attached to Philadelphia General 
Hospital. The editor deserves a great deal of 
credit for the excellency of the volume. 


J. H. MUSSER, M. D. 
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